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Reduction of Price of 
~ PYRIDIUM ~ 


Phenylazo-alpha-alpha-diamino-pyridine mono-hydrochloride 
(Manufactured by the Pyridium Corporation of N. Y.) 


In order to make the advantages of Pyridium treatment available to all classes 
of patients we have reduced the price nearly half. 


Pyridium is a definite chemical and is the only azo dye compound 
offered as a urinary antiseptic that is “Council Accepted”. 


Pyridium is a particular and definite azo compound of the pyridine 
series having chemical and pharmacologic characteristics of its own 
which differ materially from those of any other compound. 


Carefully scrutinize the chemical formula and the claims made for other 
products offered as substitutes for Pyridium. 


To secure Pyridium results it is important that Pyridium itself be used and not 
some other preparation. 


MERCK & CO. Inc. manuracrurine cuemists RAHWAY. N. l. 








For That “Dragged Out” Feeling 
After the Hot Summer Months.... 


Gray's Glycerine Tonic Comp. 
(Formula Dr. John P. Gray) 


by stimulating the internal secretions and 
promoting digestion and greater absorption 
and elimination, 


helps your patient to go about his work 
more enthusiastically. 


We suggest one teaspoonful in cold water 
three times a day, and shell be very glad 
to send you a 4 oz. bottle to try. 


THE PURDUE FREDERICK CO., 135 Christopher St., New York 
Also Compounders of H YPEROL 


A Utero-Ovarian tonic and corrective 
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LDDRESS OF THE PRESIDENT 
A STUDY IN: RECORDS 


By ALEXANDER Primrose, F.R.C.S. EN 


Toronto, Ca 


with hi 


whom in his reti ent we wou wish t nvey our greet 
sympathy wl ile I ny | . enjrTorce 

Having regal I the past hist ry 
it wields today | surg 1 | A rid rer | ne » the Wirivie 


3l {R] 
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; 


uiitaming the highe st ethica 





stimulating progress 


o greater honor in surgery tha 


proression, | Call ONCELV( 
its president For thirtv vears the Association has extended 
of fellowship to Canadians, a privilege that has been highly valu 


today in Canada, as in the United States, membership in this A 
r achievement in the surgical fel 


regarded as the “blue ribbor 


my colleagues most sincere 1 the confidence they have LC 
placing me in the president’s chair. I am conscious of 1 
ctivities of tl 


personal contribution to the 1e society fail to merit 


but apart trom this consideration I regard my election as a grace 
s among whom I am at present 


courtesv to my fellow Cat 
senior living members 


The senior fellows of this Association form a privileg 


relationship to the Association as a whole might be describe 
{ } 


wentis carrying all the responsibilities of our station 


j 


take it, is to encourage and stimulate a progressive spirit amo 
members during that period their professional career whet 


and the ability to grasp it, enables them to make important co 


the advancement of the science and art of surgery Chere ma 


element of truth in the sentiment of Burke that “the arroganc: 


ubmit to be taught by youth,” but we may perform a us 


utilizing our experiences in helping to assess the value of ni 
‘Experience, that excellent master,” says Pliny, “has taug 


things.” It is with some such consideration in mind [| ventur 


certain CX] eriences 1n my Own surgical 


Since the days ol Hippoct ites, clinical records have been pres 


have been studied with great interest and profit. The gradual « 
medical science may be largely read in records coming down to u 
ticity, “records that dety thi tooth of time.” Many observ 
recorded in illustration of knowledge laboriously accumulated re 
return to normal of diseased and dan 


healing of wounds and th 


\ natural tendency for wounds to heal and for diseased orga 


vere among the lacts ¢ re enized Phe Uls DP licat) 
factor paramount in the remedial process \mbroise Pare. 
French war surgeon of the sixteenth century, quaintly express¢ 


cluding his deseription of successful case with the words. “| 


God healed him.” Again there is an ancient saying to the s 
“\Vounds have an insuperable tendency to heal.” 


One occasionally is impressed with the results that may be 


a long period of years lhe end results in surgery may be studi 


great profit and for that purpose there is in operation in every well 
modern hospital a “follow-up system.” It is a difficult undert 
demands much labor and painstaking investigation. But such met! 
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ALEXANDER PRIMROSE 


us that there were records of men who had been employed in su 
for perhaps two years and had quit to take up other employment 
men, ten or twenty years afterwards, presented themselves witl 
acteristic cancer of the bladder found in those working in a 
Archibald Leitch, of the Cancer Hospital, London, at the Internat 
ference on Cancer in London (1928), stated that in cotton spinnet 
cancer is produced by mineral oils, it has taken as much as sixty 
produce the result. He, however, attributed such results to th 
time of exposure to the noxious agent. These facts would suggest 
we are pleased to call “early cancer’ may have been in existenc 
periods, years possibly, before it has developed sufficiently to be re 
a clinical entity. It has been suggested that the initial stages in cance 
ment may occur many years before a growth can be recognize 
hypothesis has been advanced to account for the fact that cance 
appears in early life and when it does appear early we always find 
rapidly growing type; it is very cellular, and is described as encep! 

a minimum amount of fibrous stroma. 

In 1920 I read a paper before this Association in which | des 
mary carcinoma of the appendix in two sisters both of whom we: 
lous. One had suffered from pulmonary tuberculosis and the ot! 
tuberculous Fallopian tube to which the appendix with its tumo 
herent. In my paper I called attention to the fact that, in cases rey 
the literature, tuberculosis and cancer of the appendix of the basal-c« 
are frequently associated. I also cited a case reported by Barbour 
son of a Fallopian tube that had been removed, showing histol 
typical picture of tubercle at one end of the tube and an equally t 
ture of carcinoma at the other. I suggested that there might be s 
nificance in this relationship between tuberculosis and cancer that | 
been previously recognized. 

Some twenty-five years ago Dr. Sampson Handley showed tl 
spread mainly by lymphatic permeation. He has recently publishe 
in which he concludes from experimental and clinical evidence that 
stasis plays an important role in the etiology of cancer. His statement 
follows: “My observations lead me to believe that the origin of « 
intimately associated with local obstruction of the lymph-vessels in t! 
where the cancer arises.” “To produce cancer,” he adds, “the 
must be of long standing—must have lasted for twenty to thirt 
Sampson Handley observes that tuberculous processes tend to the pr 
of lymph stasis and the sequence of events may be studied in cert 
of tubercle. Thus he cites, 


as an example, lupus erythematosus 
as a result of lymph stasis we may have papillary hypertrophy 
papillomata and ultimately cancer. He quotes some interesting obser 
made by Dr. Thomas Cherry, of Melbourne, who ascertained stat 
that, whereas during the last thirty years the death rate from tubercul 
has greatly diminished and that from cancer has greatly increased, th 
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| ‘ ( ntour 1 tie bullet | I l iltered i dl its edves are 
lig. 1). Unlike the ivory peg described in my first case, ihis toreign bor 
f lead, remains unaltered in size and shape after forty-five years hi 


h a non-absorbable body causes a tissue reaction that results in the fort 





i 
= 
> at 
gle 
“> er 
a 
| X-ray picture of a | ‘ S ie the dnen minsch € the neck 
Case II 
fibrous capsule The length of time that must elapse before the final stages 
tion are reached, have not been ascertained 
Case I1l].—After eleven and a Wf years —Under tavorable conditio1 





dead bone introduced into the tissues becomes absorbed and disappears 


illustrated in the case of a man thirty vears of age who had a large hiatus in tl 
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iliac crests. No abscess can be felt Movements of the spine are re 





The range cannot be distinguished from normal. Movement takes plac« 
lumbar segment, and the dorsal region. The central lumbar segment is rig 
no pain, and is able to perform heavy manual labor without difficulty 

The X-rays show the remnants of the bodies of four lumbar vertebra 
third, fourth and fifth, are fused together in a solid bony mass (Fig. 2 
trace of intervertebral discs between these bodies, nor is there any 11 
individual bodies. The bony mass which represents the fused bodies is 


larger than a normal lumbar vertebra. The divisions are identified by th« 





Fic. 2 Roentgen-ray of the lumbar spine, showing complete fusion of f¢ 
bodies in a solid bony column, forty years atter operating for double psoas abscess 


upon a tuberculous spine (Case IV 


spinous processes and the intervertebral foramina. The foramina are normal 
shape. The twelfth dorsal and the first lumbar vertebral bodies are normal 

It is impossible to estimate with accuracy the length of time that necessaril 
before the conditions found today, forty years after the primary treatment, wet 
reached. We may safely assume that many years passed before complet 
vertebral bodies and the reproduction of normal bone tissue occurred 


1 








[ have endeavored to demonstrate the fact that tissue chang: 
new growths and in the process of repair may continue over many 
This circumstance must have an important bearing on our diagnosis, pro 
and treatment. 
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therefore, those procedures which do not create serious techni: 


should recurrence take place, ha 


] 


excision of the primary lesion with reconstruction of the py] 


excellent procedure and can be 


1S supp sed. 


and it is to the method of pet 


The first case in which I carrie 
man aged thirty-nine years on whon 
for recurrent ulcer The first resec 
for jejunal ulcer but this was 


resection was plainly necessitated 


Roux procedure, but relief of sympt 


severe than at any previous time and 


In some Cases, pal 


ALD C. BALFOUR 


ve very definite advantages 


1 


at 
tial | 


forming this that I wish to d1 


‘ 1 


d out the procedure to be descril 
[ had already done two resecti 


n had been an extensive on 


satisfactorily done much mo 


gastrectomy is the operati 


followed by symptoms of recurret 


rhis was accomplished by an 


content was reduced to a point at which free hydrochloric acid was 


At operation an enormous ulce1 


stomach was found, the crater of whi 


infiltration of surrounding tissues 
reasonable to doubt that contr 
which had already failed twice 
of the stomach and the duodenut 
ulcer and an adjacent segment 
anastomosis of the two resulting por 
the end of the stomach was closed 
and I found it possible to mobilize 
between the open end of the stoma 
was introduced into the upper part 
fluids and nourishment for te: 


home in three weeks 


I have carried out this same 


olving the jejunum and adjacent 


ch was about 3.5 centimetres 


d ot the colors was most extel 


] 


it seemed desirable to unite, 
: 
he portion of the jejunum vw 
; 
stomach were first resected 
tions of the jejunum was done 


[he duodenal stump had alr 


it sul iently so that anaston 


d the lateral wall of the duode 


the jejunum, and was used f 


ms was of short duration Svmpt 


lity was complete The acid 


he patient recovered uneventfull 


procedure in two other cases 


jejunal ulcer following partial gastrectomy, and the second a 


ulcer in which, at the first oy 


completely divided, so that, w 


eration els« where, the duodet 


ith a small gastroenteric st 


blocked, almost complete obstruction was present In the tl 


satisfactory results followed, and 


of preventing recurrence are bet 


cedure. The union of a resecte 


with it all the advantages of { 


duodenum, and thereby shoul 
minimum. 
DIscussIon Dr. J. SHetton H 


several cases of recurrences of thi 


showed in connection with operatior 


several years ago, where the stump of 


lesser curvature, preserving the pl 

duodenum is split, flaring it oper 

and in other instances the lower p 
In spite of this, however, he ha 


a patient who had been operated on 


it is reasonable to believe tl 


ter than those following any 


; 


CAS 


? 


d stomach and the duodenum 


il utilization of the alkalin« 


reduce the habilitvy of recurrent 


RSLEY (Richmond. Virginia aid 


type and he had been using the 
for cancer of the stomach befor 
the stomach is brought to the du 
sical functions of the peristal 
some instances flared open to n 
ns of the curvature are tucked 
1 had recurrences in two cases { 


ve times before Doctor Horsley 
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cLISCASéE could be secured bv repeatit 
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ulcers. The only criticism tl 
of the Association on that 
now in southern Europe did 


body, and there was no con 


This work of | 
up the pylorus 11 


of opening 
stomach, wl 


of lessening 


lich is t 


the an 


Joctor B: 


he thing 


wunt oOo! 


cutting the pylorus away ir 


sub rosa in 


regard to the re 


't have quite 


i\ | 


lL, 
oug! 


a 


uliour’s savors 


the duodenum, and of resection of a la 


could be made of the fina 


fair hearing. It was not 


iparison between the two 


of the tw it savors 


the men in southern Eur: 


occasion is that the plastic operation that 1s 


pres 


t 


hydrochlori acid secreted by the st nacl 


m the rest 


of 


lative position 


compared to gastroenteroston 


Dox POR 


BALFOt 


R rejoins 


cases in which it has been ma 


the stomach; in otl 


ier word 


velop jejunal ulcers after an 


is the puzzle. Wh 


ulcer? <A 


mind. 


restorati 


He thought it p 


of primary, 
Those who 
advocating 


(1) As 


weeks in very carefully study 


of the trutl 


is, they are large perforating 


great deal 


delay in treating these patien 


life which is led there (frequ 


hard to tell 


type, and might lead surgeons into more 


2) Th 


So per cent 


( 


partial 
have fo 
radi al ( 


Walter 


1 of whi 


of gastr 


Anyway, he w 


e most 


in the 


y is it t 


nN 
on ¢ 


roper mn 


gastrect 


( rna ne 


llowed very close 


+ ’ 


has recet 


1 
} 


it they s 


itis ass¢ 


inte restil 


clinics tl 


from resections; and 20 pet 


put down to gastritis 


( yf course, this ( 


gastrectomy 


of the 


an be ec 


duodenum 


other clinic, the man says tl 
it is rather confusing. But 
entirely all right with those 


the feeling 


that it 


18 best to 


a low mortality rate 


yperations tor duoc 


he thought through it all one finds tha 


a 


ne he 
made 


nt I the 


had 


the stomach. The thing 


of this operation that is 


intended to restrict the di 


few out of a hundred will 


dealing with entirely diff 


eT 


associated with marked gastri 


1) 


arty 


] 


these lesions 


Whether tl 
surgery, or whether it is 


eating of perhaps undige 


radical proc dure Ss 


ot 


out of the report he n 
careful investigations, 


} 


+ 


patients who follow along 


ilmost indefinitely, this discu 


clinic, they are all doing 


ele 


good, and he advocates s 


a more radical procedure 


nservative operation becans¢ 
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as convinced that those lesions were of a1 
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ARBONATE GALL-STONES 


AND 


GALL-BLADDER FOLLOWING ¢ 


OBSTRUCTION 


LAS B EMISTER \l is ALI AN 
» Hittyver Rupistiuz, Jr 
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that of calcium carbonate is fifteen times as great. A revi 
on X-ray diagnosis of gall-stones, such as Carmen,’ George 
' and Kisler and Kopstein,'* reve: 


cases that present the rontgenologic aspects of calcium-carbor 


Schinz. Baensch, and Friedl, 


paste but as a rule the correlation of rontgenologic, patholog 
findings is not sufficiently adequate for the establishment 
diagnosis. In discussing the pathology of the gall-bladder in cas 
duct obstruction Kaufmann" states that in some cases the 

be found contracted and filled with a chalky gravel (Kalkgries 


In our studies of seven cases diagnosed as calcium-carbonat« 


the lumen of the gall-bladder, the observation has been made tl 
duct or neck of the gall bladder was obstructed by a gall stone 
cholesterol or cholesterol-pigment variety in every instanc 


Whipple, of New York, has kindly furnished us with a report 


carbonate paste in a gall-bladder, the cystic duct of which 


trys 


by a carcinoma which was primary in the gall-bladder hes 
cate that the duct obstruction was a precursor and a deter 
the calcium-carbonate stone or paste formation. In the case 
duct was obstructed by a calculus, the order of development 
peared to be as follows First, there was chole \ stitis and the 


nion 


gall-stones of either cholesterol or cholesterol-calcium-bil pig 
One of the stones produced obstruction either in the cystic duct 
ampulla of the gall-bladder. Following this a pathologic cond 
up whereby calcium carbonate was excreted by the wall of the 
in one case forming a separate stone, in five cases encasi 
cholesterol-pigment stones, and in one case forming a combinati 
paste and a white stone encasing preexisting cholesterol-bile-pig 
lhe ordinary stones appear to act as a trigger for the precipit 
calcium carbonate. In four cases the calcium carbonate produc 
appearance of concentrated radio-opaque dye (iodeikon) 
containing either no stones or radio-translucent stones. In three 
was deposition of calcium carbonate on the gall-bladder sid 

ing stone, producing a shadow in rontgenograms which mace 
diagnose the presence of calculous obstruction of the duct as well 
carbonate deposition in the cavity of the gall-bladder. The con 
met with four times among 313 cases of gall-stones in the | 
Chicago clinics during the three vears and eight months that they 
open, showing that the lesion is not extremely rare. Two cases ar¢ 
Presbyterian Hospital and one from the Peking Union Hospital 


liminary report of these cases has heen made (J. A. M. A 


CASE I. ( holi ster »] gf le , vi t du I with s/ tT! gq? a th 
stone in gall-bladder and calcius ! nate deposit on stone 
series of rontgenograms. Woman, age forty-four, had had repeated 


the epigastrium and, curiously, the left upper quadrant extending t 
region for the past fifteen years. Following an attack a cholecyst 
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f 


istere d 
same siz 


abdominal 


rontgenoeg! 


shadow 


Was a laint 


patient conti 


a rontgel 





ogram taken seventeen 


days later showe 


1 a serpentine configuration (Fig. ! 


as performed tor fibroids at which time 


! 


May 31, 1930. It 


the gall-bladder wh 


haped shadow 1n the 


slight attacks of coli 


reve 
ich 


at 





regio! 1) April 14, 1928 


] 


aled marked enlar 


had taken on an 


gion of the cystic 


irregular intervals. 


uct Following a moderately severe attack of colic, 


gement ol! 
oval torn 
duct (Fig 


February 


he shadow and a change in c 
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PHEMISTER, REWBRIDGE AND RUDISILI 

Microscopic sections of the wall revealed: moderate fibrous thickening 
areas of round-cell infiltratior [The mucosa was intact in most of its « 
disappeared over many of the villi which showed an increase in the numbet 
ind round-cell imfiltratior Some of the villi showed glands markedl 
mucus (Fig. 7) 

Chemical analysis of the white stone gave calcium carbonate 85 per c« 
phosphate 2.5 per cent. The rest consisted of organic matter There vy 
ment or cholesterol 

Case I1—Calctum-ca ! st 5 porating other stones 
Y-ray picture resembling concentrated radio-opaque dye in the ga 
age fifty-five, had had attacks of gall-stone colic at irregular intervals for 
here had never been jaundice but some of the attacks had apparently bee 





I Fj ( 
I 5 Case | Rontgen im howit ) cyst t st r 
ileciur flake 
I Case | Gall-bladder opene ) « ti luct st (sa 
y } Ider 
by fever. Physical examination was of no special interest aside from ten 
the right upper quadrant \ rontgenogram (Fig. 8), taken nine months bef 


sion, revealed an opaque shadow of the 
two translucent areas suggesting 
the 


circumscribed than before. 


ri 


showed opaque shadow and 


Rontgenogt 


no change in the shadow. 


-translucent 


ams taken 


f the gall-bladder a1 
A 


areas 


size and shape o 


stones new 


radio-translucent within it n 


{ 
te 


atter administration of iode 
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Dr. E. M. Miller, at the Presbyterian Hospital. The gall-bladde r conta 


th 
t 


stone and there was a stone in the cystic duct which was milked out wi 


culty. Cholecystectomy. The gall-bladder was contracted and its wall thick 
section it was found to contain a few cubic centimetres of a bile-stained n 
and a large clay-colored oval stone measuring 6.5 by 2.5 centimetres. Thx 
soft and sticky and there was a greenish bile stain on its surface. Sectior 
also showed that its interior was slightly bile stained. At one end a 
concretion presented on its surface (Plate I-b). In a réntgenogram this ar 








Fi s Case Il Rontget gram May ¢ 1926 she wing (a) radio-t: 
shadows I | jue gall-bladder shadow 
translucent while the rest of the stone is radio opaque (Fig. 11). The lini 
gall-bladder was hyperemic and covered with mucus. Microscopic section of the 


bladder revealed loss of the greater portion of the mucous membrane leaving conn 
tissue bordering on the lumen (Fig. 12). There was slight round-cell infiltrati 


fibrosis of the muscular and serous layers. The stone weighed 18.258 grams. Chet 


analysis of the gray stone showed it to contain 80 per cent. of calcium carbor 


0.46 per cent. of calcium phosphate The rest of it consisted of organi 
Bilirubin was present and cholesterol was absent 


Although there w is a stone in the cystic duct it evidently had not produce 


plete obstruction continuously since some bile was found in the gall-bladdet 
interior of the stone was bile stained As this was the largest stone that was 


would appear that almost pure calcium carbonate may be thrown out in the gall-b! 
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CALCIUM CARBONAT ( \ STONES 
while bile stil! enter t at least periodicall . ai 1 pe oe 
ol the duct cs [ peat to be a eCcesSity tor 4 ™s ate , , 

CA L\ Male c thirty-tw had had attacks ill 1! the epi¢ 
back at irreg r inter for one yeal The attacks ere I wht « I ‘ 
and were 1 t Ireque evening Thev. a . le of off wis 
a recent {tact ha ron ced yomiuting and lasted or ¢t ent four | aie N\ 
of JaUNAIc I I ebr ‘ ittacks P} Sita dtliilla ative cic 
ness im the right U} . . lra t of the apadornn +e ill bladder A S + 
A rontgenogran tw 
shadows 1n the re the gall 
bladde r Phe ke ¢ was 
oval and opaque except tor three 
small translucent area its it 


terior maller 


oval shat W wit paque 
periphery Lateral t e right 
ransverse process thie second 
lumbar vertebra small 
Opaque OVa shade ea ring I 
centimetre its | s (Fig 
13 Chere was ‘ the 
gall-bladder shadow after in 
travenous admunistrat f iodei 
kon \ diagnosis ice i 
calculus hst uct}! the ¢ sti 
duct with calcium-carbonate de 





gall-stone ul Dia eT 
CJ Pre Ma S 1Q 4 
Phe gall-bla er Wa thick 
ened and ecreast ¢ It 
contained stones and fluid and 
the re Wa a stone trie cyst 
duct, neal the duct 
Che lecystecton val of 
cystic-duct ston ( lescence 
was uneventtul Af gram 
taken tw weeks | wed al 
absence ill t acd Ws 
Eight cubic centim« f fluid 
Was ispiratec I the gall 
bladdet r chemical lvsi It 
Was slig t] Pile | ( het j ) ( I] Fe )2 R 
ical anal Ss reve ‘ ri 7.19 “—~ o 
C().—5 vols. | ilc1um 163 mg/100 cubic centimetres 
Vhe gvall-bladade i Sausape shaped and somewhat smaller than norn il 1 
sectiol the wa erately thickened and the serosa smooth and shiny it col 
tained two large « retions The distal one was grayish in color and s 
lace was smoot! places bile stained wo small brown pigment stones 
along its surface e side The proximal stone was smaller and brow1 
except lor a gray coat g which was thi and irregularly distributed except n the end 
which Came in contact th the distal stone where it was heavily depx sited | stone 
m the cystic duct \ mulberry shaped and consisted of brown pigment with a whit 
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coating on its surface (Plate l-« Cultures of the gall-bladdei 
anhemolvtt streptococcus Mic rose pte sections -of e gal] bladder S| 


to be intact but there was mucous accumulation ti s@Mr@eot ibe valli wit! 


covering in places Phere was fibrosis of the entre: cal tlaedgleg? ewall- wi 


tion of polymorphonuclear leucocytes and Lympliocytes \> rontvenoer 





Fr 10 Case Il Gall-bladder opene ) Stone in cystic duct (hb) ¢ 
showing on broke tace of the calciur bonate st 
in the gall-bladder (Fig. 14) brings out well the calcium-carbonat« 
proximal bile-pigment-cholesterol stone and the small, radio-translucent 
sions in the distal stone. Chemical analysis of the grayish-white mate: 
the distal stone revealed calcium carbonate 74 per cent., calcium ph: 
| 


cholesterol and bile pigment present in sma 


cm { 2 5 


C | é f Bille in the 1 
ST nt eh en eee “eign 
carbonate st 


some bile 
gall-bladder at | 
despite the st 
duct. Howe 


of fluid pas 


} 





must have | 
I I Case III Rontge ! f st show » cl reduced a 
——— ets siderabl 

failure of concentration of iodeikon in the gall-bladder 

Case \ Shows a combination of chalky fluid in the gall-bladd 
pasty opaque stone i f 1 S¢ a li pigment stones Female i 
treated in Pekin Union Medical College She gave a history of atta 
quadrant pain radiating to right shoulder occurring at intervals ovet per 
years. They often started with nausea and vomiting and were usuall 
There was no history of jaundice or fever. Physical examination was essenti 


aside from tenderness in the gall-bladder region \ rontgenogram (1 


opaque shadow roughly outlining the lower part of the gall-bladde: I] 
paq t 








\ 
es 


tT 
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or tenderness in the gall-bladder region. A rontgenogram of the gall-blad 


(Fig. 17) revealed a finger-shaped opaque shadow in the region of the gall-b 
Above this ai 


1 
«aif 


was rounded at its lower end and irregular at its upper end 
irre¢ 


tip of the right transverse process of the first lumbar vertebra was an 
shaped opaque shadow in the region of the cystic duct. Rontgenograms 


intravenous iodeikon administration at intervals for thirty-six hours sh 
in the contour of the gall-bladder shadow but no increase in its size or det 


change in the shadow in the region of the cystic duct. The diagnosis wa 


gall-stone obstructing the cystic duct with deposition of calcium carbonate 





Fic. 13 Case III Shadows in region of gall-bladder 
shadow in regior 


corporating radio-translucent areas and (a) 
cystic duct 


and a calcium-carbonate deposit in the gall-bladder that was soft in consi 


changeable in form. The patient refused operation. 

Case VII.—Female, age thirty-one, entered the University of Chicag 
15, 1930. Past and family histories were irrelevant. Five months previous 
an attack of upper abdominal pain which radiated to the right shoulder lastin; 
two hours. Since then there have been three similar attacks, the last one 


sometimes had distress after meals which was relieve 


about three weeks ago. She 
belching. There had been no jaundice and no fever 
woman with essentially negative regional findings aside 
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very slight to almost complete loss of mucous lining. There is exu 
the gall-bladder lumen which contains a variable quantity of mucu 
cases it is extensive and very thick. The fact that in no case was tl 

enlargement with hydrops of the gall-bladder suggests that when th« 
cal tension passes a certain point the exudate may escape past the 

stone into the ducts beyond. Che absence of bile and the relative! 
gree of obstruction in three of the five cases coming to operatio1 


appear that the calcium carbonate was excreted by the wall of the 








I 15 Case \ Shadow has configuration of lower part 


and that it was not derived from the bile. The presence in three cases 


cium-carbonate deposit on the cystic duct stone most marked o1 
gall-bladder side is further proof of the fact that it came from the exu 
in the gall-bladder rather than from the bile. No adequate explanat 
be offered for the selective excretion of calcium carbonate with onl 
It may be as Naunyn! claimed, tl 

* 


11 
Wada el 


of calcium phosphate present ’ 
carbonate is poured out with mucus from the wall of the gall 
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in dogs that ligation of the cystic duct with or without infection caused 
lowering of calcium in the bile of the gall-bladder. 
Calcification of the Gall-Bladder—Caleification of the gall-bladder wall 


with or without associated ossification is an occasional finding particularly 
at autopsy. It represents an end stage of disease which greatly alters th 
morphology of the gall-bladder and completely destroys its function. Kauf 
mann states that it results from a chronic fibrous cholecystitis with diffus: 


fibrosis and loss of the mucous lining of the gall-bladder. Following thi 





Bi i Case VI Showing shadows in (a) cystic duct and 
rall-bladdet 


there is deposition of lime salts in the gall-bladder wall. Sometimes th 
calcified areas may be partly replaced by bone. Osler** stated that calcifica 
tion may be a termination of suppurative cholecystitis. Robb,?* on the other 
hand, believes that calcification may develop in the absence of infection. H 
thinks that the constant trauma of stones filling the gall-bladder results in 
degeneration and fibrous replacement of the tissues of the wall. Fibrosis 
leads to contracture followed by calcification. In a study of four spec.mens 
of calcified gall-bladder derived from autopsies and one operative specimen, 
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CALCIUM CARBONAT 


] 


it was noted that bile was absent trom thi ul ) cl 

cases there was a stone ll the cyst duct cemented t ts wall 
obstructing the lumer In one case there was ; ree ston 
bladder and the cystic duct was completely clos t the 


bv an overgrowth of fibrous tissu hese case emphasize the 
of evstic-duct obstruction in the development of « 
bladder. Figure 19 shows a rontgenogram of a museum sp 


bladder 9 centimetres in length. It contained cholesterol-bile-pigt 





one ot which was impacted in the neck of the gall-bladder he tundus 


the gall-bladder was stony hard as was also the portion ot the cyst 


surrounding the stone Che surtaces of the cystic duct and stone were fused 
by a calcareous deposit. Microscopic sections of the wall of the gall-bladdet 
showed a complete absence of mucosa and decalcified sections of 

of the fundus showed the entire thickness of the wall to be heavily calcifi 


Chemical analysis of a small portion showed the inorganic content t 
almost entirely of calcium phosphate 
Figure 2O 18 a photograph Ot a all bladdet containing two irge ( es 


terol-pigment stones with a similar stone lodged in the cystic duct and fus 


with it by a heav\ calcareous deposit here were scattered | ird ] y11¢ 
in the wall of the gall-bladder \ rontgenogram ( Fig. 
tered shadows cast by the calcareous deposits in the gall-bladd 
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the heavy de} osit in the cystic duct. Microscopic section (| 
complete fibrosis of the gall-bladder wall with loss of mucous 
and areas of calcification in the deeper portions of the fibrous tiss1 


Figure 23 shows a rontgenogram of a small hard contracted 


4% centimetres long, removed recently at autopsy trom an eight 
= 


old woman dying of carcinoma of the lung. She gave no | 
bladder disturbance. On trying to open the gall-bladder a larg: 


terol stone was found impacted in the neck and first portior 





Fi 9 Réntger i ( ifve gall-t ! 
showing <« ficati 1 tw holester gme 
of cysti duct t stone with al t 
f a cholesterol-pigment st 
duct and fused with the wall by a calcareous deposit. The fundu 


gall-bladder was calcified and its small cavity was filled by a grun 





rial. Microscopic sections of the fundus showed fibrous tissue rey 
of the entire thickness of the wall with a mixture of calcification 
tion in places. The mucosa was completely destroyed. 

In another museum specimen the oval gall-bladder was hard a1 
6 centimetres in length. It was completely filled by a stone whicl 
up very largely of cholesterol and contained two layers of calciu 
deeper portion as shown by shadows cast in rontgenograms ry) 
the gall-bladder was fibrosed and irregularly calcified throughout 
opening of the cystic duct was completely grown over by conn 
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duct and particularly on its gall-bladder side making it possil 
both the calcium carbonate deposit in the gall-bladder and the du 
by means of rontgenograms 

Obstruction of the cystic duct by one of the ordinary 
other cases be followed by degeneration, fibrosis and cak 
wall of the gall-bladder In such cases there is also calcit 
cystic duct about the stone with fusion of the surfaces ot 
If the gall-bladder is contracted on a mass of stones there n 
tion with cementing of the stones to the wall of the gall-bl. 
less extent to each other. \\hen the gall-bladder is found « 
absence of a stone in the cystic duct, the duct is found obli 
tissue at its cystic end 


It should be remembered that while these two pathologic p1 
| | 





a 





closely related they are in reality separate biochemical changes 
carbonate deposition in the lumen belongs in the realm of ston 
while the calcium-phosphate-calcitum-carbonate deposition in the 


wall belongs in the realm of tissue calcification 


DISCUSSION Dr. LEoNARD FR MA (Denver) said that in ar 
had the opportunity to observe such a case as mentioned by Doctor Phe 
paper, the deposit was entirely a soft, putty-like paste There were 
nection with it at all, not even any grit of any size There was vet 
inflammation of the gall-bladdetr [here was no obstruction at all 


so the explanation that the calcium deposited in the gall-bladder is du 


of the duct does not seem to apply to all cases In addition, it would 
the inflammation accounted for all instances, as has been suggested b me 
This deposit o1 alcium in the gall bladde r, espe ially in the wa 
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GASTRIC ULCERS DEPENDENT UPON DIAPHRAGMATI 
HERNIA 


By Frank S. Martruews, M.D., ann Wititiam MacFrer, M.D 


Old 





MATHEWS AND MACFEI 
Iiaphragmati he hia 18 no lor rer consicde rec “~ SU 
ot these he rhias are discovered as a result of N-rav exami 


he without ymptoms In other case the symptomatology 


pomts to a hernia In other cases syinptoms are quite toe 


the average clinician think of a diaphragmatic herma \1 


would call attention to diaphragmatic hernia as an occasional 


ondary anemia. 


Case | Mrs. M. B. 1 aged sixty-two vears The si 


history were that she had been 1 rried thirty vears, had had no « 
had gained 1 welgnt here l history ot a disease t the 
in lite 

Three vears betore bservatt she notice , 
ind loss of enet ted a physician who f 






vere 1AaC} OT i \ 

under treatment she ( 

inzemia_ did t impr 
iil md bse Vat 

La e epigastri 

stonal attacl t vomit! 

tarr ste or did ( 

r irlier serie I X 

it tr gastri it 
6- Hovr re ge ere 
Residue —— Ate i i inf S 

vere hard t nterpret 

residue the toma 

ma pocket {f bismut 
irdia small ma 

the empt { t 

stoma sot cat 
: — ‘ meiceres the 

’ ( e | . 

I ed 10 t ( 
preceding operatiol In S ptember! 27 vhen the patient was Sixt 
there Was revealed by operat i ciaphragt ati hernia vit] 
curvature of the stomacl ere id at ne time beet ( iracter! 

‘he cesophageal orifice in the diaphragm was about two inche 

: ‘ ‘ ’ ‘ ‘ ‘ 

haps one-third of the stomach prolapsed into it and was with diff 
drawn down into the abdome1 \ discreet mass was found at the | 

) strip of omentum turned up over t colon and stomach and was ad 

The omentum was first detached a then the stomach was d 

; 

: until the mass was entirely in the abdomet \ crater was then felt 

ture penetrating into the gastro-hepatic omentun The mass was di 
a hard margin with a central thinner portios The diameter of the 
to be about 2 centimetre lhere vere no large nodes and the 
theuzht malignant Though the ulcer could be drawn out of the 
the traction was relaxed, it re-entered it so as to be just within th 
of the diaphragm. Resection of the ulcer was thought impossible and 
was made because of the large: hour gastric residue The imt 
was uneventtul The anzemia has reatly improved and the patient 
later—practically free from sympton 
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December 10, 1930 C ystosi Cystoscopic examination shows moder 
tion at the trigone The catheters pass easily to the kidney pelves 
gram with the catheters im situ shows the right pointing farther than usual 
left side. 


Pyelogram reveals a normal right kidney pelvis 
December 23, 1930.—X-ray 
herniation of stomach through the inner aspect of the left diaphragm. At tl 
constriction there is 


examination of the gastro-intestinal tract 


considerable irregularity It is difficult to determine 
is due to an inflammatory condition in this region or whether it is the 
a super-imposed new growth At the sixth hour there still remains som 
stomach. At the twenty-fourth hour a considerable amount of the mediu 
in the irregular area mentioned abovs There is also a trace in the st 
At the seventy-second hour emptyi 


ng is still incomplete 





Fi 4 Case II A l horaci B—-Abdominal stomach ( On 

December 26, 1930.—Examination of the stomach, including the = scres 
shows the cesophagus directed somewhat to the left, emptying into the st 
the diaphragm. There was no definite evidence of a diverticulum of the cesopha 
time of this examination 

Laboratory Findinas ay 5, 1930, the urine showed tl 
except a faint trace of albumet 

December 15, 1930.—Red_ blood-cells—3,500 000; hemoglobin, 53. pet 
blood-cells, 160,500 ; 


polymorphonuclears, 68 
Decembe) Id, 1Q30 Blood 
metres Bl « d 


; lymphocytes, 32 
urea nitrogen, 14.0 
sugar, 112 milligrams 
Decembe) 28, 1930 Stor 


milligrams per 100 
per 100 cubic centimetres 


for ova and parasites negative. Stool for bl 
( Guaiac ). 

December 30, 1930.—Gastric analysis, fasting contents only Quantit 
expressed—4o cubi 


centimetres 
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anterior wall of the stomacl Che free margin of the omentum was 
pericardial sac and to the upper surface of the diaphragm. Its mid-porti 
adherent to a large, indurated area on the lesser curvature of the stomac! 


where the lesser curvature made contact with the medial crus of the ces 


ing of the diaphragm. The entire stomach itself was rotated anteriorly 
its transverse axis. The liver had likewise been rotated somewhat and 
by the gastrohepatic ligament Che right kidney was absent from its usual 
was found much nearer than usual to the mid-line. Apparently, it 
in the general movement of the viscera toward the cesophageal hiatus 
The greater part of the stomach was easily reduced. The lesser curvatur 


was extremely adherent to the medial margin of the cesophageal 


removal the stomach was found to have an ulcer at this point Uhe 





I { I] > id eT Ulcer show t \ 
trated the stomach wall completely and had invaded deeply into the gastt 
ment (Figs. 5 and 6.) In the center of the ulcer a blood clot was f 


from a vessel which presumably had been the source of hzmorrhag: 
The kidneys wert idherent to their capsules and showed the cl 
interstitial nephritis. The ureters were normal. 


1 


No notable pathologic changes of consequence were present in thi 


viscera, except one ree stone 1! the gall bladder 


The principal points of interest in this case are 


larg 


the stomach which was the seat of an extensive ulcer. Few of th 


(1) The existence of a diaphragmatic hernia containing 


usually attributed to either condition were present. 
(2) The principal complaint was that of pain in the right lowe 
radiating along the general course of the right ureter. A possible exj 
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TUMORS OF THE DIAPHRAGM 
By Horace Binney, M.D. 


oO} Boston, NI ASS 


ALTHOUGH in recent years improved radiologic technic has 
ble the more frequent recognition of hernia of the diaphragm a1 
among surgeons an increased interest in this organ, as yet there | , 
hardly any mention in the literature of primary tumors of the 
A search in the literature of the past fifty years reveals but four 
of primary tumor, two of which were discovered at operation and tw 


mortem. The reports of these are as follows: 


Case 1—Bonamy, in 1912, reported a case of multiple fibromyoma 
thirty-four, otherwise well, had noticed for some months a_ swelling 
hypochondrium which had recently increased in size It was situated al 


margins of the eighth, ninth, and tenth costal cartilages, was dull on percu 

in form, and appeared continuous with the liver. It was apparently fluctuant 
diagnosed as an hydatid cyst \t operation, an incision was made in the 
chondrium over the middle of the tumor, and a large, bluish-white ma 
extending under the costal cartilages toward the xyphoid cartilage Punctur 


no fluid, the mass was freed and found to be attached to the diaphragn 


It was easily enucleated; then four other smaller ones were found ai 
Together they weighed 1,200 grams Histologic examination showed fir 
tissue with a few striated muscle fibres. The patient had a normal recover 


Case II.—SAUERBRUCH, in his textbook on surgery of the chest, ré 


the case of a woman, forty-three years of age, upon whom he operated 


tumor in the left hypochondriun lt apparently was the cause of abdominal 

indefinite in character, projected below the costal margin on inspiration, a 

disappear with expiration. In removing it, the eighth, ninth, and tenth 1 
. sected. The tumor was found to | 


” a fibromyosarcoma of the diaphrag 
recovered and “remained free from recurrence.” 


Case II].—Of the two primary tumors discovered at autopsy, one wa 


reported by DALZELL in 1887 It occurred in a woman of forty-two y 
three weeks following a fracture of the shaft of the femur, the result of a 

posit in the bone At autopsy the right half of the diaphragm was 

placed by a mass measuring 1 to 2 inches in thickness, adherent t 
what infiltrating the under surface of the lung. There were secondary nodule 


1 


liver, two tumors in the skull, and one at the seat of fracture of the fer 


scopically, the primary and secondary tumors were of the same characte 
small round cells in a fibrous meshwork—evidently a round-cell sarcoma 
Cask 1V.—Crark, also in 1887, reported a lipoma of small size 


/ 


autopsy in a woman of sixty-five 
My interest in this subject was aroused by the following experiet 


AutTuor’s Case.—In October, 1929, I was asked to see in consultati 
patient in the medical wards of the Boston City Hospital. He was fitty-e1 
of age and had a negative previous history except that two years before he 


a trip to South America His present illness began five months before entra 
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10-peritoneum, showing cupola of right diaphragm above livet 
(?) shadow 
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termittent attacl the upper and inner aspect ot his rig 
eXaminatiol vas generall gative but examination of the chest sh 


| 


f dullness and diminished ri ration in the mid-clavicular line fr 


the fourth ribs on the right side An X-ray examination of the ches 


area of density in the same re n of the upper lobe of the right lw 
vation of the right diaphragn See Fig. 1 This latter shadow gavs 
rounded tumor below the diaphragn At this time there were briet 
d t raising litt 1 e sputum was negative tor tube 
cture v rmal e VW test negative Chere 
} the ‘ X-ra picture suggested 
but t evident tumor t | the history of having visite 
wimnted t 1 bl i nococcus dise is¢ I l ng 
t bta 1 terial I l t 1 tion test was unsuccessful { 
more Ol t] curring ibout 20 
lvi f live { the arm and ulder somet 
r t | t ( t ( icl d that the pall Vas 
renic net result the diaphragm by the ¢ 
deter e the t m to the liver shade 
carried out. 100 cub re r being injected. and flu 
t mac t ct t t Phe ur bubble ippeared cist 
d diaphragt set 4 { tter appearing high but tree 
t ( il it t t the patient re arked that 
é As r the een injected into the periton 
cluded t ft tire ] er tt! t 1LIS¢ ft his svn toms ind ( 
According! Octobe irotor vas performed undet 
On expos f liv t be cirrhotic, the surtac« 
ravish in col \ the liver was present, but be 
rt of the 1 t ird, nodular mass about 4 
size, evident the iphragm and projecting some 
urtace As the I vt malignant ind secondar t 
lung, an ld t be « st the abdominal route 1 small 
nowed with the a P ‘a a which proved on mict 
I he ¢ ir I 
+ ‘ ) Tt; 1! | 1] | t 
tw ver () the etul renicoton Vas pertormes 
| T bvantenand + soon a swellis appeared 
} , ' 
Cl Cie ( ent ext ( ung carcinoma int the 
( used cre ser i thie Tl ind den inded ill ili 
I rac] ial pie l for reli ( tient Va then transterred tft the 
} Cancer where it was ( t obtain further relief by sp 
but he rapidl veakene iT 1930 Autopsy showed t 
De care 1 1 | t] tumor t the diaphrag 
Diagnosis —The lack of any characteristic symptoms wil 
vent the diagnosis being made in most cases of primary tut 
involvement occurring in tumors of the chest-wall will oftet 


the size and position of the tumor, if not demonstrated by 


operation. Hedblom, in 1922, analyzed a list combined of case 
ture and from the Mayo Clinic—a total of eighty-four case 


diaphragm was found involve ind was resected to a greatet 











SYMPTOMS AND PHYSICAL SIGNS INDICATING HERNIA Op 
THE DIAPHRAGM WITH REPORT OF TWELVE CASES 
TREATED BY OPERATION 


By Puitemon E. Truespaute, M.D. 


or Fatt River, Mass 


THE symptoms of hernia of the diaphragm are odd _ becauss 
variety and complexity. Occurring with so many other affections, th 
admit of erroneous interpretation. So fantastic are the chest sympt 
physical signs that a competent internist interpreted his observations 
| as moderately advanced pulmonary tuberculosis. By others, the 
cyanosis were thought to be due to heart disease and the cough to | 

In Case V the prevailing pre-operative opinion was indigestion, 
constipation, and later, acute obstruction, probably intussusceptior 
V1 the attacks of cough and cyanosis were attributed to pertussis. In | 
VII gastro-intestinal upsets were thought to be due to dietary e1 
Case VIII the last physician called, one of six, alone suggested a R 
ray study. This evidence is indicative of failure to consider the 
presence of hernia of the diaphragm from the history and physical « 
tion. In Case XII, for example, the patient was found in a tul 
sanitarium. She had been sent there by examiners in one of our stat 
| In adults the clinical picture of diaphragmatic hernia is ofter 
and bears resemblance so closely to the symptoms of other diseases 
heart, lungs, stomach, gall-bladder, and intestines that this deformit 
among the examiner’s thoughts when he makes the diagnosis by elin 
In infants cyanosis is so often a manifestation of enlarged thymus 
genital heart disease that any other cause is seldom considered. Yet 
is an invariable accompaniment of congenital hernia of the diaphi 


differs clinically from that due to enlarged thymus and heart diseas 





less constant, occurs in attacks, is more likely to appear with crying spe 
and is promptly relieved by passing a stomach tube or by chang 
patient’s posture from the recumbent to the erect. The cough associat 


congenital hernia of the diaphragm is peculiar. It may be mistal 


r whooping-cough. It is usually unproductive 


bronchitis, pneumonia, « gy 


it comes on in paroxysms, it seldom ends with vomiting, 1s invariably 
by putting the patient upright, and lacks the characteristi 
of pertussis. 
Hernia is sometimes confused with eventration of the diaphrag1 Cas 


VIII came to us with the diagnosis of eventration. It may be found extremel 
difficult or impossible to differentiate the outline of a high diaphragm becaus 
of its thin walls. The graceful curve of a rib margin may be mistak 

the diaphragm line. However, with the aid of the Bucky diaphragm the 
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the stomach is in the left pleural cavity, the position of the hi 
upon the amount of food or gas in the stomach 

()n auscultation there is a mixture of sounds. When coll 
is complete or nearly so, there may be an entire absence of 
on the affected side. Instead, sonorous rales are heard lo one 


1 


to listening over the abdomen, they sound similar to those he 


intestinal obstruction, as gurgling, blowing, metallic sounds 


peristalsis. These sounds may be heard high in the chest 
definitely that they are not transmitted from below the diaphrag: 
Finally, the all-important agent of examination, the Ror 
brought into play. A series of rontgenograms after the opaque 
nearly if not all doubt about the position of the stomach and 
barium enema in addition to the bismuth meal should be in 
examination. It is always important to define the location of 
use of the fluoroscope greatly aids in the study of the transpos« 
Treatment.—A vast amount of investigation is necess 
dence upon the incidence of diaphragmatic hernia. That it 
throughout life without causing symptoms has been demonst: 
mortem examinations; that it has been discovered at autoy 
and unrecognized cause of symptoms is also well known, 
quently unidentified and treated from infancy to old age 
better-known ailments is one of the features of the anomaly 
Since the manifestations of diaphragmatic hernia are 
form of hernia itself, medical treatment is usually symptor 
some form of medication may be indicated, it is a mistak« 
drugs to stimulate the heart or respiration. Such treatment wit! 
bility will aggravate discomfort. Bearing in mind the mecl 
duced by the transposed hollow viscera involved in the hernia ai 
for peristalsis to be impeded at the aperture in the diapht 
to infer that a reduction in the volume of gas contained in the 
colon would afford immediate relief. This may be accomp! 


placing the child in upright posture and later, if necessary 


stomach tube or rectal tube or both. n intants and young « 
catheter serves the purpose of a stomach tube \n ordinary 
usually deflate the colon. Regulation of diet helps most patient 
young or old. Antifermentatives may be used to advantage 
and diet tail, the rubber tube can be relied upon to afford instant 

it is but temporary. 

In a consideration of the indications for an operation of rey 
precedents governing the treatment of hernia elsewhere m: 
Hernia at the umbilicus or inguinal region appearing soon after 
to developmental failure. Some defects close and remain so pert 
Others close partially or not at all, thus leaving a gap in th 
layers of the abdominal wall, protected only by a thin serous 
lining the skin. Hernia develops. If uncomplicated, it is treated « 
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employed a pressure apparatus of his own design in Cases VII, 
[X of our series. Respiration was maintained throughout the 
such a manner as to facilitate the operation, enhance recovery, 
convalescence without the occurrence of pleuritic effusion. 

In Case XI we have an illustration of the difficulties arisir 
use of an anzsthetic which does not give muscular relaxation w] 
It is natural to ask 
should be muscular re] 
nig operation by the 
approach. The operat 
ence in this case is at 
the query. Patient XII 
ated upon at the Veter 
in Washington, D. | 
with the writer was |): 
Mitchell. During the 


found reduction of the 


stomach and intestines « 
difficult. Whenever 


forced back into the tl 
An attempt then mad 
the intestines resulted i 


of the stomach to its 


This is a very 
phenomenon and may 
surgeon to abandon the 


The repetition of tl 


explanation suggest 
oxygen-ethylene was the 
tion anesthesia emplo 


were remote from th 





Fig. 1 A right-angle adjustable seat on the operating S 
le npporting » ent . ; iting ¢ a 
table, supporting the pati sitting position pressed the abdominal w 


duced the capacity of the abdomen. Ether was substituted 
whereupon the abdominal wall relaxed, the cavity enlarged, and th 
viscera found adequate room when returned to the abdomen 
there. The loss of time and the strain upon the patient may have 
tributory factor in the development of post-operative pneumonia 
was a costly lesson which afforded the opportunity for an observa 
little value. Spinal anesthesia has been suggested, but its effects 
tion already crippled are not devoid of added risk. 

The Operation.—In approaching the diaphragm the apertur 
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was reduced the intesti 


tion above the diaphragn 


proved distressing until 


though the abdominal 


operation, their rigid 
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the heart. (B) the left lung, (C) the stomach, (DD). th 


(E) the colon, (F) the omentum, (G) the spleen, and (11) th 


\t this stage in the operation an important step is the ana 


of the phrenic nerve to release tension and immobilize the diay 
nerve is displaced outward and rendered taut by the use of a 


per cent. solution of novacaine is injected into the nerve sheat! 


\ disturbing element in the operation is the continued action 


1 


lung, and diaphragm. Reduction of the herniated organs is great 
if any one of these embarrassing factors is controlled. 
After a general survey of the field, observations may be mad 





e with per cent 


Fi Injecting the phreni 


tion of the heart, the degree of lung collapse, and the condition 
organs involved in the hernia, such as the degree of distention of 
viscera, color of the visceral peritoneum, and adhesions which aré 
prove barriers to reduction. Finally the aperture in the diaphi 
be examined as to its location and size. If there is impaction of 

tures which have passed upward from the abdomen, the opening is e1 
by an incision beginning at its outer circumference and extendi1 


parallel with the muscle fibres for from 5 to 7 centimetres. ‘The « 
the opening are then held back. The enlarged aperture great! 
chore of tucking the hollow viscera back into the abdomen 
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PHILEMON E., TRUESDALE 


possible, two or three layers of definitely fibrous tissue rather than the perit tissue 
which is often approximated and which does not hold. 


Dr. PuitemMon E. Trvuespace said he believed cesophageal herria coul 


with more conveniently or more efficaciously by a transthoracic approacl 
to him that it could. He had attempted the operation from below and failed 
done the operation from above, providing more adequate room for the us: 
in the pleural cavity by a two-rib or three-rib resection In this manner 
operate with a considerable degree of facility at or near the cesophageal ope 

Moreover, it seemed to him that in dealing with hernia through the abd 
ordinarily one operates from above toward the peritoneal cavity and not t 
peritoneal cavity out into the sac. The same principle might well hold true 
with an cesophageal hernia where the sac extends into the pleural cavity 

He had a patient, a woman, aged fifty-one, who came to the clinic f 
disturbance. She was anemic, apparently from loss of blood, which she had 
her stools. Her general condition was good, and she appeared to be of a st 
The Roentgen-ray examination revealed a diaphragmatic hernia involving the 
of the stomach. He decided to investigate the stomach from below, and fou 
had an ulcer high on the lesser curvature and that the cardiac end of the st 
herniated through an cesophageal opening. He excised the ulcer by the Balf 
About three weeks later, through a transthoracic operation, he reduced the stor 
its position in the pleural cavity, and then closed the gap. She is now back at 
tion, after eight months, and appears to be well 

Silk is the suture to use in these cases, because any form of catgut 
swells. It is elastic and, with the constant motion of the diaphragm, ma 
slight tension 


Doctor TRUESDALE further said that Doctor Mathews made the statement 


of the diaphragm is no longer a curiosity He believes this is unquest 
Nevertheless, it is still considered so rare that it is liable to be overlooked 
symptoms are abdominal they are usually mistaken for chronic intestinal 
ulcer of the duodenum, cholecystitis, pancreatitis, or some other lesion of tl 
intestinal tract. When the thoracic symptoms predominate they are sometims 


for bronchitis, whooping-cough, pneumonia, pleurisy, or heart disease 
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THE PRESENT STATUS OF THE TREATMENT OF TUBER’ 
LOSIS OF THE CERVICAL LYMPH-NODES 
By Ricuarp H. Mitier, M.D 
or Boston, Mass 


Hospita i sma tor the obser t | treatment 
tubercul CXCII the ( l ( I I seeme 
time, to present t { ASsociatiol i brie I Statement it our 
tubercul tl ymph-nodes efly be se our fe 
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The D eal Scrotula he reas t are 
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nodes ha an efferent vessel, the jugular trunk, which « 
subclavian veil nt right and the thoracic duct on the left; ther 
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mentioned jugular trunk.’ Chere must be. however. fine 
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for the ( ‘ ] ir rye ? 1 eT ‘ ter VW ¢ 
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the first barrier—the fence, as it were, of the carotid group | 
may have taken a circuitous course, going through or around 
nodes without stopping. 

here arises the very important question of the relation of 
cervical lymph-nodes to pulmonary tuberculosis. In the first pl 
nodes drain into the jugular trunk, and thence into the venous s) 
is no direct path of communication between them and the trach« 
nodes, nor is there a direct lymphatic connection between them 
of the lung. Much work has been done to elucidate the reasor 
is so much tuberculosis of the pulmonary apices, but it is not ent 
clusive. Grabfield and van Zwaluwenberg,*:* and later Grabfi 


author,® have worked on the study, by rontgcnograms, of the o 


involvement of the apical pleura in instances of disease of t 
The figures are not conclusive, but we have thought that there was 
in the thickness of the apical pleura (so-called pleural caps) in 
\ll we can say is that this thickening is suggestively greatet 
cervical tuberculosis and it would be a simple theory if it cou 
tiated. 

A careful observation of many cases leads us to the conclusi 


large number of instances the tuberculous nodes in the neck « 
primary locus of disease after it has passed the tonsils and adet 
statement does not, of course, leave out of consideration ea 
infection, but we believe that for the period of infection of whic! 


nodes are a manifestation, those nodes constitute the primary 


other words, in the cases as we see them, the infection is not 


the lymph-nodes from the blood-stream, as might result from a pr 


focus in the lungs, but is carried directly to them from the phary1 


fore, these nodes are a primary focus, and a central distributing s 
which tubercle bacilli may be carried into the blood-stream and thet 
the body. If this is correct, early extirpation of the nodes would bé 
instances, not only a proper therapeutic but a proper prophylacti 

The diagnosis of this type of tuberculosis often presents 


+ 


problem, because so many cases have no symptoms or signs es 
her we 


ing in the neck, and there may be nothing to suggest whether w 

with tuberculosis, lymphoblastoma, branchial cyst, or any on 
other less common tumors. Although our ability to make a correct 
of tuberculosis improves as our experience becomes greater, 

our operative records would reveal examples of the tollowing 
in which a diagnosis of tuberculosis was incorrectly made—Hodgki 
actinomycosis, branchial tumors, neuro-fibromas, secondary canc¢ 
subacute non-tuberculous infection, mixed tumors of the salivary 
even perithelioma of the carotid body. In cases in which diagn 
cult we always recommend biopsy, feeling that the attainment 

diagnosis is far more important than the consideration of the minot 
problem of a small scar in the neck. In patients with active 


ad not 


tuberculosis the occurrence of enlarged cervical nodes shoul 
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Group | 
Treatment with Tuberculin and Lamp Therap) 
(57 Cases) 


Improved, 26, 45 per cent; Not improved, 18; Doubtful, 13. 


We use no internal medication except cod-liver oil and tomat 
which we prescribe almost always. 

With Rontgen-ray therapy our experience has been too limited t 
us to offer any conclusions of value. The most extensive recent r 
the subject was published by Hanford® in 1927, and he says: “Smal 
of filtered Rontgen-ray given at intervals of less than three weeks app 
shorten the course of the disease and to favor resolution or marked imp: 
ment in all stages (except cold abscesses) in a sufficiently large percent 
cases to justify the conclusion that the Rontgen-ray is useful in the tr 
of tuberculous glands of the neck.” 

Hanford notes that the cases most helped are those with tube: 
sinuses, and those with small lymph nodes; and that 40 per cent. of 
swellings resolved without incision or spontaneous opening. He four 
of 141 patients 47.5 per cent. were apparently cured in an averag: 
months, and 23.4 per cent. were “so markedly improved when last 
as to make the treatment appear satisfactory.” He adds that other 
of treatment, minor and major surgical operations, should be employe: 
indicated. 

In the early days of our use of the X-ray we found our enthu 
dampened by the case of a young man with very extensive tuberculou 
on both sides of the neck, in whom a series of treatments with the Ront 
ray was followed by a rapid subsidence of the nodes and coincident 
equally rapid miliary tuberculosis and unexpected death. One coul 
say, to be sure, that the treatments were responsible for the result, but 
sequence of events was so striking that it was very difficult to convince: 
self that such was not the case 

A series of unselected cases in which various methods of treatment 
used, including a few with X-ray, is given in Group II. These cases 


minor operations, heliotherapy and other measures. 


Group I] 
Treatment by Various Methods 
(110 Cases) 
Improved, 52, 47 per cent.; Not improved, 21; Doubtful, 19; Partl 


Recurrences, 8. 


We now come to the question of surgical treatment, and here 
we enter on debated ground, a sort of no-man’s land. Let me repeat 
refer to cases in which the cervical tuberculosis is the only clinically 
focus of disease, particularly those cases in which there is no puln 
clisease. 

Incision and drainage are indicated when the node, or nodes, have 
down and the overlying skin is red and the tumor is fluctuant. The dra 
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hoth the patient and ourselves into a sort of false hope, a hope 
often than not, failed to be realized. Then I personally saw for 
young and otherwise robust people, which progressed from wl 
to be localized disease in the neck to most tragic consequences ; 
women, and one young man, under our conservative treatment 
severe pulmonary or generalized tuberculosis and died, while tl 
young woman, is in a State institution with extensive pulmon 
So far as we could determine, in these four instances the prima 
the then active disease was in the neck, and, rightly or wrong! 


hose nodes might have saved the pat 


to us that early removal, ot t 

\t just the time when we were crystallizing our ideas in re 
advantages of surgery, Hanford,'’ of the Presbyterian H: 
Clute,’ of the Lahey Clinic, announced independently the same 
Clute wrote: “For the average patient, who cannot afford the 
pense of prolonged hygienic treatment, surgery seems the method 
With this we heartily agree 

Operation will not, of course, be suitable for all cases lt 
reserved for those with fairly discrete masses, preferably rather 


the course of the disease. If there are nodes on both sides « 


operation may be done in two stages. It is never necessary t 
tensive dissections with removal of the sternomastoid muscle 
merly done, and as is indicated in cancer; and if the incisio1 
parallel with the natural creases in the neck, the scars will not 
sightly. The spinal accessory nerve, the most important one 
countered, can always, with care, be spared. Recurrences do take 
the fear of this possibility should not make one forego operatio1 
that the operation per se does not cause the dissemination of tubet 
throughout the body 

The technical details need not be described here. The ren 
extensive group of enlarged and adherent nodes is not a tas! 
for the inexperienced, but in the hands of a careful and well-train 
a procedure more likely to do good than harm. 

The results of an unselected series of radical operations is giver 
lll. These figures seem at first glance to be hardly any’ better 
in the other tables, but they do, in our opinion, represent a mucl 


factory group of results than the others. 


Group III 
Treatment by Radical Excision 
(SO Cases) 


Improved, 46, 51 per cent Recurrences, 23; Doubtful, 16; Other 


When one comes to discuss the treatment of enlarged cervi 
in a patient with active pulmonary disease or miliary tuberculosis, 
tion is a different one. We believe that operation should not be pert 
unless the tumor is causing symptoms, such as pain from pressur 


swelling, or apparent toxic sequela, or having a bad mental ef 
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the incision can be covered by a string of beads, or at least so it wi 
conspicuous 

In regard to injuring the spinal accessory nerve, it is readily possibl 
spinal accessory nerve by dissecting carefully down the posterior border 
cleidomastoid muscle; the spinal accessory nerve penetrates the muscle 
be found as it comes through the muscle. One can follow it up throug! 
glands without injury in practically all instances. 

Another point in regard to the technic is the division of the ster 
muscle when necessary. It may be done a very little distance above the cl 
one avoids all injury to the nerve supply of the muscle. The nerve supply « 
spinal accessory and cervical plexus and hits the muscle nerve in the 
muscle. If one goes below that damage to the nerve supply of th 
divided. 

In his own experience he had seen a number of persons die followit 
of the lymphatic glands of the neck in which operation was not done. On 
boy who had a rather extensive involvement of the glands of the nec] H 
have an operation because a sister, only a few months previously, had 


culosis spinal meningitis following lymphatic-gland involvement. It is true 


of cases requiring operation is very rapidly decreasing 

He had noticed, too, that since taking up practice in a relatively smal 
the hygienic conditions are good, there are really few patients of tube: 
kind as compared with the number of cases he used to work with in PI 
at the Johns Hopkins Hospital 

In certain instances tuberculosis of the glands of the neck will not 
form of conservative treatment. The son of a physician came to him a 
ago who had had everything—the rest cure in the open air, as the pat 
Saranac Lake, X-ray treatments, ultra-violet-ray treatments, and every ot! 
method. He had had five operations, and still was not cured. A thoroug! 
that young man and he has now been well for a number of years 

He believed that there are a large number of such cases. He qi 
whether any of the glands that have become definite cases ever cease to b 
the patient. 

Dr. FRANK S. MatuHews (New York City) said that at the St. Mar 
for Children in New York the number of new patients per year witl 
tuberculosis has dropped from about fifty to less than five in the course of 
five years. He was strongly convinced that the disappearance was a qu 
and not of tonsils. 

He personally had had several patients who had gone to the countr 
with the idea of preserving the children’s health, and were very careful t 


farmer and one cow for milk for the children. He recalled three su 


of those cases three acute cases of throat infection, followed by tubercu 


I don’t need to mention the other two. But that has been sufficient to den 
in those cases it was a question of giving tubercular milk 

He had said that the treatment of tuberculous glands of the neck depend 
on the specialty of the physician consulted. If he were a tuberculosis spe 
a few years ago, he probably would give tuberculin; if it were the general 
he would give them hygiene; if an X-ray man he would give them that 
glands were calcified; and, finally, there is the general surgeon who might wa 
them surgical. But all of these groups will turn them over to the genera 
they are doing badly; if they are breaking out and causing sinus troubl 
likely to step from under 

He advocated surgical treatment at the very earliest before the cond 
over the neck and axilla and becomes suppurative 

Doctor MILLER, closing the discussion, remarked as to the suggesti 


Tinker that a majority of these cases are due to bovine bacillus, that tl 
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PARACELSUS 
By Frep B. Lunp, M.D. 


OF} Boston. M ASS 


IN JUNE, 1527, in Basel, Switzerland, the day before the Fi: 


John, which the students of the university were to celebrate by 


fire in the public square, the following notice in large letters appx 
the door of the city hall: “The famous Doctor Paracelsus, City P 
will speak at High Noon tomorrow in the Town Square upon thi 
Marvelous Light of Medicine. He will also touch upon the len 
Avarice and the Strutting Vanity of the Doctors of Basel.” Exact! 
Paracelsus appeared. He was dressed in a sweeping black silk rob 
with red. His hat was black and gold. He wore a long sword 
an ebony staff. Behind him walked a page carrying two large books 
in leather. For a moment he faced the crowd in silence, then str 
and down the platform, sweeping the flagstones with his robe, sh 
his staff, his sword, and his regal stride. Then he stopped, tore off 
and threw it savagely into the audience, slammed his sword on thi 
broke his staff over his knee, stripped off his robe, rolled it into a 
ball and sent it after his hat. He advanced toward the crowd barehe 
a plain gray jacket, sleeves rolled up to the elbows. “Thus,” he 
in his shrill voice, “thus should a doctor appear before his patient 
by knowledge, not by fine clothes; by science, not by gold rings a1 
He motioned to the page who handed him one of the books. With a 
gesture, Paracelsus tore it in two and threw it on the furnace. It 
in a burst of yellow flame and black smoke. “That was Galen,” h 

The second book followed, and a second burst of flame rosé 
was Avicenna,” shrieked the heretic doctor “Old bloodless wor 
mouthings of ignorance. Latin sounds meaning nothing. From tf! 
your doctors get their Latin for diseases they know nothing about 
Greek for diseases they never heard of. Gray-bearded frauds, 
moth-eaten sophists, lousy pretenders with their fine clothes, thei 
their Latin to hide their ignorance. They cling to the rich like le 
let the poor die like flies. They make a disease out of nothing | 
in the belly from too much eating. And when there is a real dis 
fly from it afraid for their reputations. Their cures are wors¢ 
illness. They burn the flesh with hot irons, give black draughts whic! 
the bowels. Their plasters raise blisters as thick as a hand. The 
back to their snug studies, thumb over Hippocrates, that old Gree! 
Galen, that old Roman, and count the golden coins they've stolen f1 
p kets.” 
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great human restlessness which desired what it could not form 
they came.’ 

Theophrastus Bombastus von Hohenheim was born at Einsied 
zerland, November 10, 1493, a date easily remembered as being 
after the discovery of America. His father was a physician of go 
who married the matron of the pilgrim hospital in Einsiedel: 
named Theophrastus after the great Greek botanist who followed 
in the Peripatetic School. Bombastus, which one might think 
writings gave the name bombast to boastful writing and speakins 
family name, formerly Bambast, and did not give the name bor 
the English language, as it has another derivation; von Hohenh: 
probably the origin of the latinized name Paracelsus, by which h 
be known, so that the name was not derived from the old Latin encyc! 
Celsus, with the meaning the second Celsus. He was a small, wi 
difficult to rear; he is said to have had a tendency to rickets. H 
kept him in the open air and used to take him for long walks 
which he became acquainted with the medicinal herbs in the loca 
said later in his writings: “I have to laugh when I| think of th 
doctors sending to Italy and across the Mediterranean to the Far 
medicinal plants, when God has given such an abundant supply right 
in Germany. The German doctors are Arabs, Greeks and Chald 
prefer foreign medicines and know nothing about German medicit 
medicines from over seas when they have better remedies in the gai 
front of their houses.”” There is a story that he was castrated whe: 
a boy by some drunken soldiers who were billeted in his father’ 
evidence has been adduced from his portraits in favor of this stot 
sidering the man’s character and work, it is hard to believe. He was 
up in the fear of God and later wrote much on morals and religiot 
ably from his father in his early youth he got his love for the study « 
which later was to lead him so far afield during almost his entire life 
as has been said, in the times of the Renaissance and the Reforn 
imbibed from the one his impulses to the light of nature, to scientific i1 
and comparison, and from the other his religious tolerance. H« 
remained always a Catholic, but what he says later about Luther is 
interest. He had been called by some of his enemies, in view 
tempted reforms in medicine, “the medical Luther,” and this was 
swer—‘The enemies of Luther are composed to a great extent of 
knaves, bigots and rogues. Why do you call me a medical Luthe: 
do not intend to honor me by this, because you despise Luthet 
of no other enemies of Luther than those whose kitchen prospects 
fered with by his reforms. Those whom he causes to suffer in thei 





are his enemies. I leave it to Luther to defend what he says, and 
be responsible for what | Say. Whoever is Luther's enemy deset 
contempt. That which you wish to Luther, you wish also to me, y 
us both to the fire.” 
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not published until seventy years after his death, he gave some of 
of his chemical investigations, including chapters on “The Myster 
Microcosm, The Mysteries of the Fifth Essence, (Quinta Essenti 
Mysteries of Extractions of Specifics; On Renovation and Restorati 
He adopted as the elements the water, fire, earth and air of the old 

He was the discoverer of zinc-oxide ointment. In fact, if not tl 
erer of zinc, he was the first to use the word in literature. Of 
compounds he gave a very good description. He introduced prepa 


iron antimony, mercury and lead into pharmacology. He investi 


gams of other metals with mercury, the uses of alum, and the gas 
from solutions and calcination. He considered the three basi 
necessary to all bodies to be sulphur, mercury and salt in his cipher 
nology—sulphur standing for fire, mercury for water, salt for eart} 
wise for inflammability fluidity and solidity. Air he left out, cor 
it a product of fire and water. He adopted the platonic theory of 
rocosmos and Microcosmos by which the body of man becam« 
ment in little of the universe, and carried it to such ridiculous le: 
give to the wind in the intestines in the various kinds of coli 
names as the winds of heaven, Boreas, Eurus, Auster and Notus. \W1] 
got blowing against each other or the wrong way, we had a belly 
Other results of his experimental research were the chloride ai 
phate of mercury, calomel, flowers of sulphur, and many distillati 
guarded the use of all medicines in later treatises by earnest cou 
physicians to know well the diseases for which they were admit 
“For,” he said, “every experiment with medicine is like employing 
which must be used according to its kind: as a spear to thrust, 
fell, so also each experiment. And as a club will not thrust and 


; ’ 


will not fell, neither can a medicine be used otherwise than 
disease. Therefore it is of the highest importance to know each thor 
and its powers. To use experimental medicines requires an experienc: 
who discerns between the thrust and the blow, that is to say who 
and mastered the nature of each kind.—The Physician must be es 
quainted with the illness before he can know with what medicine to 
it. A wood-carver must use many kinds of tools in order to worl 
art. So, as the physician's work is also an art, he must be well pract 
the means which he employs.”’ 

In his book called “The Book of the Three Principles” (Salt, 
and Mercury), he says that, reduced to their lowest terms, there 
three diseases and three remedies, therefore why the endless nonset 
Avicenna, Mesne and Galen. Diseases should be called by the 
their cure, leprosy, gold disease, being cured by gold, and epilepsy 
disease, because it is cured by vitriol. 

\fter ten months’ hard work at Schwatz he left Villach on his 
He decided that his university experience was as barren of result 
he were in a garden where the trees were all stumps, and that he would 


552 





plant | ’ 
manner of [ruit octor must be a trave Paracelst 
he must inquire world. Experiment not sufficient 
must verify what e accepts r not cept Knowledge 

In s] of | ir | ve ( ae ea 
to Col ‘ ( » RP \1 me ‘ ‘ ie 
Padua ( t » ( ish 
land, wher¢ We al { |, he visited Oxi rq, anda » the le 1 
berland the | he 
in the | \ l He we ere ey ‘ Te 
to the |) I \ he | I ne ‘ natu 
in scent res¢ e made ust the unde his stu 
“The s ol tol he Hippocrat 
before ) O ‘ ir2'11 
of woul surg’ mbroise Paré, a 
how otten he tou mployment in army surgeon during 
travel. Probal ng this service he picke up the long sv 
was painted 1 later portraits, and in the handle 
supposed to hav ed a supply of “labdanun which w 
term fo! iudanu 

In S he ( Ct Christia Dent 
against e Ow e wi ¢ O the led of bo 
took 1 tl f treatment pract y the 
medicine n y the « try people to tl wound 
he visit he 1 Swed e latet the countrie 
travels his e wrote ol the Diseases \1 
he travell O roug mice ure to Prussia: the 
Moravia, Lithu 7 d: then to W c] Transs\ 
Croati: ) ] lo! the st 1 , He trave 
horses é merchant the ' market 
pilgrims I S MH utation went 
and he . e nouses the we 1 ractice | 


« " \ ] 
and t ( I he Wet us Set urseives, trav 
. . 1 1 | 
countrie na ce mu w rie ve e experi é 
thine , mi11ct ' + +1 ; } ] 
i ins, ( Lis ~ Lild \\ { 1s ¢ ”) 

\o ' +} ] jet ‘ ; 

NMYd | ence ( Té et CS 

“M 1 1 1 ] Yn tet t 

VeIS evelope mie ( CCl Cs a haste i 
: : Se 1 I 1 ‘2 117 1 = ; 
finds h teachet1 f na the stove ror knowledge 1S not all CK ] i 
PF 





FRED B. LUND 


is distributed throughout the whole world. It must be sought 
captured wherever it is. 

“Sicknesses wander here and there the whole length of the wor 
not remain in one place. If a man wishes to understand thet 
wander too. Does not travel give more understanding than sitt 
the stove? A doctor must be an alchemist. He must therefor 
mother-earth where the minerals grow, and as the mountains 
to him he must go to the mountains. How can an alchemist 
working of nature unless he seeks it where the minerals lie? Is it 
that I have sought the minerals and found their mind and _ heart 
the knowledge of them fast, so as to know how to separate thi 
the ore, to do which I have come through many hardships 

“Why did the Queen of Sheba come from the ends of the eart! 
the wisdom of Solomon? Because wisdom is a gift of God, 
gives in such a manner that men must seek it. It is true that 
do not seek it have more wealth than those who do. The doctors 
the stove wear chains and silk, those who travel can barely affo1 
Those who sit by the stove eat partridges and those who follow afte: 
edge eat milk-soup. Although they have nothing, they know that 
says: ‘He only travels happily who has nothing.’ I think it is to 
and not to my shame that I have accomplished my travelling at 
\nd I testify that this is true concerning Nature: whoever wish« 
her must tread her books on their feet. Writing is understood by 
Nature by land after land, for every land is a book. Such is 
Nature and so must a man turn over her pages.” 

From France he took ship for Venice, where he spent som 
army surgeon to the Venetians who were engaged in a war with (| 
One of their wars was for the defence of the Island of Rhod 
Suleiman II, the Magnificent. He mentions a disease which he f 
“Saracens, Turks, Tartars, Germans and Wallachians.” Here he 


servations on arrow wounds, the bow and arrow being used 1 





western wars. 

He then visited the Tartars in the Balkan Peninsula and Sout! 
sia, and went as far north as Moscow. Here among the herd 
he learned about the treatment of horses, cattle, sheep and 
journeyed from Moscow to Constantinople with a Tartar princ¢ 


f their saints and from Jewisl 


from Saracens and Turks the lore « 
and astrologers the secrets of their dread Kabbala. 

From Constantinople he returned to Venice in 1522, and agai 
ice with the Venetians in the war between the Emperor Charles 
Francis I, King of France, for the possession of Naples. W1 
went he practiced his new medicine and surgery, reviled and 
physicians of the old school, is said to have successfully treated m 
given up by his colleagues, at least he says he did. He remarks 
one except the sick whom I healed.” 


- 
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4. He shall at all times be temperate, serious, chaste, living rig! 
not a boaster. 
“Ss. He shall consider the necessity of the sick rather than his oy 
art rather than his fee. 

“6. He shall take all the precautions which experience and ki: 
suggest not to be attacked by illness. 

“7. He shall not keep a house of ill fame, nor be an executioner 
an apostate, nor belong to the priestcraft in any form.” 

The enmity toward him of the regular profession grew worse and w 


Doctors, apothecaries, barbers and bath-men banded together agai 
They called him a “Luther in Medicine,” a “liar,” a “fool,” a “subo 
a “necromancer,” and other equally uncomplimentary epithets. He rey 
as follows: “The doctors take more trouble to screen their movement 
to maintain what concerns the sick, and the apothecaries cheat the p 
with their exorbitant prices and demand a gulden for messes not wort 
penny.” 

He accepted an invitation in Zurich where his students ther 
banquet in the course of which he addressed them as “combibones 


‘ 


and they in return addressed him as “our own Theophrastus.” Sucl 
parently was the sole foundation for the charge of habitual drunkenn 
which was made upon him by his medical colleagues, and was so 
phasized and insisted upon that it has lasted to this day. 

Troubles accumulated for him in Basel. His friend and _ patie: 
benius died. He was threatened with assassination. They publis! 
lampoon in excellent Latin entitled: “The Shade of Galen against 
phrastus, or rather Cacophrastus.” It purported to be a letter from Gal 
postmarked “Hades”; a spiteful and scurrilous fabrication it has bee: 

It was nailed to the door of the cathedral, where all might see it. Stir: 
to the depths, he made an indignant appeal to the Town Council. He 
quiet in public, but in private invented nicknames for his foes, among 
mildest of which were “Doctor Blockhead” for the doctors, and “scu 
cooks” for the apothecaries. 

He treated at this time a wealthy canon of the cathedral, Leichtenfe 
by name, who had offered a hundred gulden to any one who should 
him, and only sent for the so-called heretic after the failure of many othe 
Hohenheim got him over his pain and sleeplessness, but he refused t 
more than six guiden. Hohenheim sued for his fee and lost his cass 
was to be outlawed and exiled to an island in Lake Lucerne. His frie 
warned him, and he fled, never to return to Basel. Here is part of w 
he wrote afterward about these colleagues who had treated him so _ basely 
in the preface to his book “Paramirum”: “I am not afraid of them 
I am afraid of the discredit which they will thrust upon me and o 
out-of-date Law, Custom, and Order which they calle Jurisprudence.” 

He went to Alsace and to Colmar, where he visited in the house of Dr 
Lorenz Fries, who, though a Galenist, was broadminded enough to | 
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Burgomaster Christian Studer, who had put himself under his 
and continued his work called the “Opus Paramirum.” Leaving 

at the end of 1531, he wandered about for many years At St 
he completed the four books of the Paramirum. This remar! 
deals with the Five Entia or causes of disease: I. The “Ens Ast 
action not so much of the stars as of the climate, the sun an 
the weather in general, as influencing the health. Il. The “! 
diseases coming from the poisons arising from the excreted porti 
and drink. (By the way, we have an “alchemist” in the st 
duty is to separate the poisons which are to be excreted from 
of food which are to be absorbed. If he is not on duty, the “| 
gets us.) III. The “Ens Naturale,” diseases arising from Naturs 
the natural humors, of which there are many more than th 
pocrates and Galen. IV. The “Ens Spirituale,” diseases which cot 
spirits of men. The spirits have hand-to-hand conflicts, so to spe 
the bodies of their possessors, and the winning spirit can inflict 
trouble on the body possessing the loser. “He is a fool who denies 
of the mind over the body,” says our author. Last, there is th 

a class of diseases produced by the direct influence of God in his 
dom. A most interesting treatise. In this book, superstition, rel 
ence, and occult learning struggle with exact observation, expe 
common sense; now one wins, now the other. All his works 
attempted repay reading in the original. The old German is not 
the periphrastic and picturesque style, and the evident downright « 
of the man come out much better in the original than in the tr 
even if at times one realizes that one does not get all of his m« 

It seems that the physician must know all about these entia, b 
disease which comes from one ens may seem to come from anot! 
the right treatment can only be given if we recognize the causal ens 
ens spirituale, something like the Coué treatment or Christian Sci 
be the right thing. 

Some people think (Stoddart) that Hohenheim had a previ 
decomposition of light by the prism, but from the passages qu 
seems to me rather doubtful. 

The “Opus Paramirum”’ closes with a second address to Jo 
Watt, echoing Hohenheim’s bitter cry: “Who hath believed m 
Strange, new, amazing, unheard of, they say are my physics, my 
my theory, my practice. And how should I be otherwise tha: 
men who have never wandered in the sun? I am not afraid of th 
ian crowd, nor of the Ptolemaic, nor that of Avicenna; but | 
sults ever thrown in my way and the untimely judgment, custom, o1 
they call jurisprudence. Unto whom the gift is given he receives 
is not called I need not call. But may God be with us our Defer 
our Shield, to all eternity. Vale.” 

After finishing the Paramirum, Hohenheim lived for som 
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to Vienna, where he was entertained at a banquet in his honor by the | 
Recorder, Blasius Beham. In Vienna he again incurred the enmity the 
physicians to such an extent that no one would receive his manusc1 
publication. 

In 1537 he returned to Villach, received the inheritance left hi 
father, and accepted a temporary position as metallurgist of the | 
He studied the mineral resources of the Carinthian Mountains and wrot 
another book about it. Meantime, he had written a book on Stone 
Chiragra and Pellagra, which he calls the Tartaric Diseases. He 
patients that if they will follow his treatment. They will avoid ‘the 
and uncertain hands of the cutter for stone,’ This was not publis! 
twenty-two years after his death. He practiced at St. Veit, and ther 
treated the physician to the King of Poland, Albert Basa. His prof 
foes again bothered him, and once filled the courtyard of the church 
to insult and hustle him as he passed in and out. He travelled for tw 
longer. Worn out by constant labor and travel, he became ill of som 
ous disease; both poisoning and violence were suggested, but not pro 

Sensing the approach of his death he hired a room in an inn in S 
and made his will. He left all his medical books, implements and me nes 
with the exception of some small money bequests, “to his heirs, th 
miserable, needy people, those who have neither money nor provisio1 
out favour or disfavour; poverty and want are the only qualificatior 

He was buried in the churchyard in the burial place of the poor. Hi 
was engaged in religious writings during the last days before his 
Fifty years later his body was removed to a new resting place agair 
wall of St. Sebastian’s Church. This is the inscription on his grave 
lies buried Philip Theophrastus, the famous doctor of medicine, whi 
wounds, leprosy, gout, dropsy and other incurable maladies of the bod 
wonderful knowledge, and gave his goods to be divided and distribute 
the poor. In the year 1541 on the 24th day of September he exchar 
for death.” 

Within the forty-eight years of his turbulent life were crowded 
laboratory work, experiment, study, travel, practice and trouble to 
dozen ordinary lives. He loved his God, loved the poor and loved | 
fession. His superstition, credulity and turbulent spirit were a part 
time. He had much to arouse his just indignation. He believed, hi 
from the beginning to the end, in observation and experiment and the 
of nature and disease as the basis of practice. For these principles he v 
fought and wrote with irrepressible zeal. Many of his contributions t 
medicine have been mentioned above. He has been called the fath 
homeopathy, and of many other things. He was surely the first 
upon the importance of travel and observation in many parts of th 
for the equipment of the physician and surgeon. In this sense he may b 
considered the father of all the societies for medical pilgrimage which have 
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done so much for their members in our time. Many have not yet learne 
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A CASE OF THYROIDITIS SIMPLEX (REIDEL’S TUMOR 
bY Herpert A. Bruce F.R.C.S., Ena. 


or Toronto, CANADA 


One of the most interesting of the pathologic conditions e1 
in the thyroid gland is that type of inflammation described by R 
1896, to which his name is attached. The patients nearly all se 
from the pressure symptoms produced by the goitre, which, as a ruk 
when relatively small to produce dyspneea, dysphonia and dysphagia 
is evidently due to the way the hard tumor attaches itself to the str 
the neck. The cause is not known. Shaw and Smith, writing in the 
Journal of Surgery in 1925, state that the cases examined wer: 


tubercle bacilli, spirochetes and the common forms of bacteria 


The patient was a spinster of forty, who had been employed 
many years. Her previous health had been good, with the single excepti 
had slight menorrhagia. She has pronounced views regarding foods, 
little meat. Eleven months previous to admission she noticed an enlargen 
thyroid, about which she worried a great deal, chiefly on account of it 
Her basal metabolism was normal. She had a mass of fibroids in het 
thyroid gland was considerably enlarged, nodular, quite hard and mol 
roidectomy was performed under local anesthesia on November 11, 1926 
quarters of both lobes were removed.* 

Following the operation there was slight infection of the wound 
staphylococcus aureus, which was very slow to respond to treatment, but 
she made a good recovery, and seven weeks later a sub-total hysterect 
pendectomy were done, trom which a splendid recovery was made 

She enjoyed good health for nearly three years, when she agai 
largement of her neck, and felt a constriction about it, especially on lying dow: 
worried her a great deal and caused loss of sleep and inanition. Thess 
come so aggravated that a secondoperation was advised in July, 1930 

The dissection was very difficult on account of firm adhesions, but tw 
3 by 1% by 1 inches, the other 1 by 1 by 1 inch, with a small central 
size of a filbert were removed, leaving now only the posterior capsule She 
good recovery, but soon showed signs of thyroid deficiency, which wer: 
small doses of the whole gland 

The pathologist reported that the tissues showed a very diffuse granul 
of inflammation, consisting of profilerative changes in the stroma, infiltrati 
dothelial cells, as well as lymphocytes and plasma-cells. Diagnosis—Reidel’s St 


Her symptoms have been entirely relieved and she is now in good healt! 


These were filled with small adenomata. 
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THOMAS M. JOYCE 
The 1,066 cases may be roughly grouped as follows: 


444 hyperplastic goitres with 3 deaths, 0.67 per cent. mortalit 

410 toxic adenomata with 5 deaths, 1.2 per cent. mortality 

200 non-toxic adenomata with o deaths, 0 per cent. mortalit 
5 thyroiditis (including 2 abscesses of thyroid) with no d 


1 


7 carinomata with 1 death, bringing the total of fataliti 


Death in these cases was due chiefly to the heart. Five of th 
fatal cases had auricular fibrillation and three others had dilated 
compensated hearts upon entering the hospital. Cerebral emb 
responsibile for two deaths, one patient dying two hours after 
from this cause, and one as she was leaving the hospital on the eight! 
operative day. The only death from hemorrhage and shock came tw 
following the operation, as the result of the removal of a large sul 


~ 


carcinomatous goitre. One exophthalmic case, a young woman wl! 


dition was too desperate for lobectomy, died following a ligatior 

The average age of those dying of toxic adenomata was fifty-eig 
one-half years; the youngest forty-eight and the oldest sixty-seve1 
age. These figures substantiate Crile’s statement that the mort 
this type of thyroid surgery occurs almost always after the fifth decacdk 

The age of those dying of the hyperplastic type, in our series, 
siderably younger. The average was thirty-seven years; the youngest 
one, and the oldest forty-eight. 

Of the seven carcinomata of the series, three had symptoms for 
one year prior to consultation. Little could be done to improve 
tality in this type, but four had goitres of from twenty to sixty-five 
duration and the average age at time of examination was fifty 
Had these four had thyroidectomy for their symptomless goitres p1 
the age of fifty they might have been saved 

Only two of the seven cases were operable and these are alive 
today, both having had practically total thyroidectomies followed by 


One inoperable case lived one and one-half years, his life prolon; 


~~ 


siderably by the use of radium; one died two and one-half months 
a tracheotomy for obstruction by the growth; two others died withi 


months after the use of radium: and we have lost track of the 1 


en 
i} i 





case. 

The mortality rate is roughly proportional to the duration of sympt 
prior to operation. In the adenomata but one death occurred wit! 
largement of less than ten years’ duration, and four deaths in th 
of from ten to fifty-two years’ standing. In the hyperplastic typ 
were no deaths in cases with symptoms of less than one year. Tw 
fatalities occurred in old recurrent goitres, one with symptoms fot 
and the other for eight years. 

The average duration of the disease prior to operation, for hyper} 


I 


4 


goitres, was fourteen months, for the adenomata, twelve years. As 
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THOMAS M. JOYCE 


In our experience, unless a temporary hypothyroidism results 
tively, a recurrence is likely later on 

Five minims of iodine daily are given post-operatively to the 
plastic type for from one month to six weeks. Regeneration of t! 
tissue 1s delayed or prevented to a certain degree by this means 

To secure ideal results in the hyperplastic type, as much gland 
be removed as possible without injuring the parathyroids or the re 
laryngeal nerves. 

One nerve was injured in four cases of the present series 
our most careful efforts, this unfortunate accident will happen at rar 
vals. The surgeon is invariably warned by a change in the respiratory 
when this accident occurs, and should proceed with fhe greatest of 
on the other side. In recurrent goitres, in large substernal or retrot: ( 
goitres, and in rare cases of unusual position of the nerve, injury 
apt to occur. We have seen a dissection of the recurrent nerves by D 
Foster, of the University of Oregon Medical School, in which the 
was directly superior and internal to the lateral lobes. In such a cas 
to the nerves could scarcely be avoided. 

Where but one nerve is injured no permanent damage results, 
remaining cord eventually acts as efficiently as both, though a ho 
husky voice may be present for some time. If both are injured a bil 
adductor paralysis of the cords eventually results, and they assume a « 
position of adduction, leaving insufficient breathing space. This may 
as early as six weeks or as late as six months post-operatively \n 
dyspneea follows which must be relieved by a permanent tracheot 
Though many measures, such as cordectomy, laryngeal fissure, resuturé 
the nerves, etc. have been attempted, they are rarely sufficiently succ 
to warrant their trial. Permanent tracheotomy seems to be the only 
tive treatment. 

Exophthalmus was found to be present in 42 per cent. of the 
plastic cases. Post-operatively, when present, this symptom disappear: 
an average in six months in 75 per cent. of the cases, and persisted 
per cent. to some extent to date 

Only three cases in this series had symptoms of tetany of suffici 
severity to require medication. Tetany may be divided for convenienc: 
acute and chronic varieties. The acute type comes on within twenty 
hours after the operation, with symptoms of numbness and tingling 
tongue, fingers and toes, carpo-pedal spasm, and even generalized epi 
form convulsions. The blood calcium drops below normal and the Chy 
and ‘Trousseau signs become positive. These cases are controlled by 
thormone intravenously, massive doses of calcium lactate by mout!l 
cium chloride intravenously, cod-liver oil with Viosterol and sunshin 
Within a week or ten days the cedema and swelling, which have ret 
the circulation to the parathyroids insufficient, will have subsided, 
patient recovers. 
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THE END-RESULTS OF THYROIDECTOMY 


By Freperick A. Cotter, M.D. ann Evcene B. Porter, M.D 


or AnN Arsor, MICH. 


GoitrE has undoubtedly been the subject of more careful study | 
geons during the past decade than any other lesion, with the hap; 
that, due to a wider knowledge of the disease, better selection 
meticulous pre- and post-operative care, refinement of operative t 
mortality from surgical treatment in the hands of the experienced has 
to its ultimate low level and the complications formerly so formid 
largely disappeared. The occasional death after thyroidectomy is com: 
due to the neglected disease, rarely to an accident in the treatment 
etiology of the disease is known, any betterment in our therapeuti 
will come from many critical studies of the end-results of surgical ar 
forms of treatment. Some such studies have been made, but whe 
siders the vast volume of the literature on goitre, one is struck by the 
tively small amount of attention given to this important phase of the sul 

In order to check up our results in the University Hospital with 
to determining the efficacy of surgical treatment for goitre in genera 
to find our errors in particular, an attempt has been made during 
year to get in touch with the patients with goitre of all types tr 
operation during the four-and-a-half-year period from August 1, 19 
December 31, 1929. An effort has always been made to keep in touc! 
these patients at least four times during the first year after operatior 
a considerable degree of success, but after that we tend to lose touc!l 
them as time lapses. The conditions were not ideal for the study 
patients often live at long distances, they are often financially unable t: 
for re-study and they are frequently lost track of because of chai 
residence. Questionnaires were mailed to them which they were 
fill out, also they were urged to return for examination. When this 
possible, we arranged for many of them to be examined by thei 
physicians. Practically all patients with residual symptoms and 
were unrelieved were reéxamined by a physician. Basal metaboli 
were made whenever possible either in the clinic or by some other lal 
situated near their homes and were secured on a large number. W¢ 
able to get personal or fairly satisfactory check-ups on only 733 pati 
about 1,200 treated during this period, consequently we do not | 
value of reports on a consecutive series of patients. We are awar 
inadequacy of any method of study of end-results short of frequer 
plete examinations with laboratory studies of all patients treated, 
spite of its shortcomings, we feel that this study is of some value in e& 
ing the degree of rehabilitation in these patients. The opinion 
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COLLER AND POTTER 


exophthalmic goitre were studied. They were an average group oi 
the general facts concerning whom are shown in Table |. The 
males to females is roughly I to 2, average age 37.6 years and tl 
duration of symptoms 14.6 months. The average gain in weight 
pounds at the time of reéxamination over the weight at the tin 

arrival in the hospital. Excluding patients with recurrences, six ] 

an average of eight pounds while fifteen had no change in weig! 


patients make an astonishing gain in weight during the first fe 
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TABLE 2. GRAPHICAL REPRESENTATION OF REHABILITATION 
IN PATIENTS WITH HYPERTHYROIDSM 


after operation, often so much as to be objectionable, but during thi 
ing year, usually without conscious alteration in diet, they attain ther 
weight. A large part of the weight gain is due to lowered basal 
rate but some of it is due to a continuation of the appetite and eating 
acquired during their period of hyperthyroidism. The acquisition of 
plays no part in the restoration to normal and after normal weight is rest 
it is wise to see that they are on a diet that meets simply their calori 
In estimating the end-results of thyroidectomy, we feel it was not e1 
to consider only the basal metabolism and to call a patient cured 11 
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COLLER AND POTTER 


stances the exophthalmos, while still present, was very much | marke. 
than before operation; in many cases hardly noticeable. Persistent ex 
ophthalmos was most common in patients in whom the disease wa 
standing. ‘The disappearance of a marked exophthalmos was u 
to the point of a slight exophthalmos after which the complet 
the eye and ocular muscles to normal took several months. Ovperat 
ment, early in the course of the disease, offers the best chanc« 
the appearance of exophthalmos and also the best chance of ret 
eyes to normal after this sign is present. 

A voice difficulty was the only complaint in nineteen or 


The larynx is carefully examined before and after operation and ther 
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TABLE 4. GRAPHICAL REPRESENTATION OF RESULTS 
AND MORBIDITY IN EXOPHTHALMIC GOITER 


post-operative unilateral laryngeal palsy present in two patient 
which cleared up in three months, therefore the voice symptoms wer 
due to nerve injuries. The complaints are of a mild functional typ 
as: “Voice more easily fatigued with use,” “singing voice not as 
“voice not as strong,” “a sense of pressure in the neck with prolot 
of voice.” Some of these complaints are undoubtedly functional or 1 
in origin but there must be an anatomical basis for many of then he 
extrinsic muscles of the larynx may be the site of scar tissue or 
more or less fixed by scar probably accounting for these mild vocal 
culties which are not of particular importance except to point out the neces 
sity of preserving muscles as well as nerves if one wishes to 
symptoms of this type. 

The commonest residual group of symptoms was referable to the 
vascular system. Seventy-one patients or 26.8 per cent. complained of sul 
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COLLER AND POTTER 


has marked uterine prolapse and another large fibroids that may 

in producing symptoms. Two women were in the menopaus« 
nervousness that probably was due to this rather than the resi 
disease. Two patients had complaints of chilliness and mental dull 
basal metabolic rates of -15 and —14, while no gross symptoms of 
were present, they both felt better when taking thyroid, therefor: 
classed as hypothyroid. 

More than half of the patients who were unrelieved ha 
metabolic rates returned to normal by the operation but were unre! 
cause of permanent heart disease or by totally unassociated lesior 
have been aggravated by the disease or at least associated with it 
minds. 

The one patient who was made worse has permanent tetany 
to the operation. Two other patients in the entire group had transient 
that disappeared within two weeks. No positive signs of it wer 
any other patients either in the hospital or during the reéxaminatio: 

Recurrence.—There were thirteen or 4.8 per cent. recurrences i1 
group. Five of them had second operations in the period under cor 
and are now completely relieved with one exception, that of a w 
now has a second recurrence. The other eight still have the recurr 
ease or have had the second operation too recently to evaluate fair] 
recurrences fall into two definite classes. Nine of them, who | 
rence within six months, had had the disease in a severe form wi 


goitre. The operation was not adequate and one may say that the 
was not arrested and rather than a recurrence one must regard it 
tinuation of the disease. The others were really recurrences aftet 
quate operation that restored the patient to normal only to have 
of the goitre and the disease after the lapse of several years Recurt 
of this type were found always in people who, because of social co 
were driven to return to hard work a few weeks after operatior 
elapsing between operation and recurrence varied from one to fi 
\n example in point is the woman of thirty-eight who in 1926 
original operation with complete relief. The disease returned in 192% 
a second operation was done with again complete relief. She | 
rence again in 1931. She is the mother of a large family and is ob! 
support the family by her own efforts which mean long hours ot 
with great mental worry. We have operated upon a woman who 
operated upon nineteen years ago and who had a recurrence att 
length of time. From our observations we feel that the so-call 
rences due to leaving too much thyroid gland, which ts most likely 
in those patients with large glands and with a severe form of the 
must be regarded as a failure of the operation to halt the diseas 
continuation of the disease rather than a recurrence. True recurre! 
which the disease returns after a restoration to normal by operatiot 
found to have, as an exciting cause, overwork, worry, anxiety or 1 
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EXOPHTHALMIC GOITER 
ALL CASES 14.8 MONTHS 
NO RESIDUAL SYMPTOMS 9.0 MONTHS 
WITH RESIDUAL SYMPTOMS 4.0 MONTHS 


UNRELIEVED 6.5 MONTHS 


TOXIC ADENOMAS 
ALL CASES 43.7 MONTHS 
NO RESIDUAL SYMPTOMS 32.3 MONTHS 
WITH RESIDUAL SYMPTOMS 32.7 MONTHS 


UNRELIEVED 57.0 MONTHS 


TABLE 5. RELATION OF RESULTS TO DURATION OF DISEASE 
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Fifteen per cent. of these patients were iodine-resistant whi 
in many instances to the prolonged use of iodine in an attempt 1 
disease before they are subjected to surgical treatment. The us¢ 
the hope of cure has also prolonged the duration of the disea 
operation in many instances, increasing the operative risk and 
patient with residual symptoms, the presence of which might 
prevented by earlier surgical treatment. 

Adenomatous Goitre with Hyperthyroidism.—As seen in ‘| 
group were on the average nearly a decade oder than the patie 
ophthalmic goitre. The disease occurred far more frequently 
the ratio of males to females being I to 5. Goitre had been pres 
average of 15.6 years while the symptoms had been present for mu 


periods than in the exophthalmic goitre group, on an average of 43.° 


TOXIC ADENOMAS 
273 CASES 


COMPLETE REHABILITATION UNRELIEVED WORSE NO RESIDUAL SYMPTOMS 
263 10 0 32 
132 (48.3%) HAD NO RESIDUAL SYMPTOMS 
131 GOOD RESULTS HAD RESIDUAL SYMPTOMS AS FOLLOWS 
4 (1.4%) EXOPHTHALMOS ALONE 
7 (2.5%) EXOPHTHALMOS AND CARDIAC SYMPTOMS } 
TACHYCARDIA 
86 (31.9%) SUBJECTIVE CARDIAC SYMPT. {ARRYTHMIA } 34.4% 
PALPITATION 
6 (2.1%) SLIGHT ENLARGEMENT OF NECK WITHOUT TOXICITY 


28 (10.4%) VOICE DIFFICULTY (NOT LARYNGEAL PARALYSIS) 


TABLE 6. DATA ON PATIENTS WITH TOXIC ADENOMAS 


The longer duration of symptoms before seeking surgical treatment 
to the insidious onset and the milder character of the symptoms. Th 
gain in weight after operation is 24.6 pounds. On reéxaminatior 
mained with weight unchanged and five had lost an average of fo 
As shown in Tables VI and VII the total number, 273, all e» 
were able to return to their usual life. Of those rehabilitated, 132 


per cent. of the total were free from every symptom. The remainder of tl 


group, 131 in number, had mild residual symptoms from thi 
operation. Eleven of them showed very slight eye signs which wer 
any real consequence. True exophthalmos was a very uncommot 
any of these patients, even prior to operation. 


A greater number, 10.4 per cent., complained of minor voic« 


without evidence of nerve paralysis. The larger number than in the 


eX 


ophthalmic goitre group may be due to the fact that the adenomatous goitt 
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TABLE 7. GRAPHICAL REPRESENTATION OF RESULTS 
AND MORBIDITY IN TOXIC ADENOMAS 


importance ot 1 er operat S 1] en before 
toms Of toxicity erverne 

In S] } iti cCT¢ Wa eCur4re ( I P Our? 
patients under thirt ut without a recurrence of the toxicit 

Che en patiel WhO were unrenevedad were irgely patient 
operation had bee: ne too late. Six of them have severs 
lesions, four aut r fibrillation with car ( pens 
lemipiegia, and . ypertension with angina! a iCKS {) 
one has pulmo! ry tuberculosis but iS tree tron Symptoms yt 
roidism, another mplains of pain in the neck with a sens¢ 
spite of the tact that no evidence otf recurrence can be made o 
Insane and one Col ains ot digestive symptoms that he is 


operation Lhe | metabolic rates of all of this group were 
results of operative treatment in this grouy 
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COLLER AND POTTER 


Adenomatous Gottre without Hyperthyroidism.—Thyroidector 
on this group for cosmetic reasons, as a prophylactic measur 
pressure symptoms \ study ot the end-results suggests that the) 
relieved of many mild symptoms that may be due to an altered thy 


tion. The average age of these patients was thirty-three year 


j 


goitre had been present for sixteen years. This group is essential! 
as the adenomatous goitre with hyperthyroidism except it is a decad 
with, on an average, a much larger goitre. Hyperthyroidism wo 
ably have developed in many of them if the goitre had not bee: 
Ninety-four and five tenths per cent. of them were well pleased wit! 
sults of thyroidectomy, in fact many of them were so enthusiastic th 
special care to see why they felt so. About half of them had pressu 
toms due to the presence of a tumor in the neck. Palpitation and 
were present in over 80 per cent. often ascribable to pressure but present 
many times when no distortion of the trachea existed. Nearly ever 
complained of nervousness of some more or less vague subjective t 
as apprehension, irritability and mental tension. A weight loss w 
in more than half the cases while muscle weakness and vagu 
symptoms were present in many. These symptoms did not incay 
they were at least uncomfortable and a distinct departure from the 
[In other words, we found evidence that goitre with normal basal 
rates were associated with many definite symptoms. Most of thes 
disappeared after thyroidectomy as shown by the high percentag: 
symptom-free after the operation. An argument has been advanc« 
operation for this type of goitre with a normal basal metabolic rate 
will be produced myxcedema if the goitre is removed, since part 
the function must be coming from the goitre. A comparison was 


the basal metabolic rates of these patients before operation and 
period in years after operation and we found them to be essentially 
A special study' was made of seventy patients whose basal met 
was in the lower limits of normal, and the check determination show 
cent. to have a lowered rate of an average 4.6 points while 46 
showed an average gain of 6.7 per cent.—points which enable one t 
that the basal metabolism after thyroidectomy for adenomatous 
a normal metabolism will remain essentially the same. 

Myxcedema was encountered in only one instance in a patient 
an operation for a recurrence followed a lobectomy done years 
No patient was found to have true myxcedema associated witl 
These observations demonstrate the ability of almost any amount 
or goiterous tissue to maintain a normal metabolic rate. Oftentir 
removing the degenerating adenomatous goitre, it is impossible to I 
thing except abnormal adenomatous tissue which is perforce left as 
for the parathyroids and the nerves, but even this scanty amount 
tissue is adequate to maintain a normal metabolic function 
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recurrences after a period of normal health. These are due to tl 
of an exciting cause, most commonly overwork and worry. A thit 
who have normal metabolic rates are those who were ill-chosen { 
tion or who come for operation too late and who were incapacit 
permanent damage to vital organs. There is, in general, a ratio 
the results of operation and the duration of the disease. Quite as 
is careful post-operative supervision with insistence on a_ period 
Operation should be an incident in the medical care of the dis 
should be carried on for a long period of time after operation. 
may not be a cure but it enables most of the patients to retur 
within a comparatively short space of time and prevents the d 
of permanent visceral damage. The poor results are due to refrai 
operation rather than actually operating. - It is unfortunate that 
matically accurate amount of thyroid cannot be left by the surg 
even though the thyroid has a great compensatory power the line 


lism 


producing myxcedema and failure to check hyperthyroi 
Too much harsh comment has been passed on recurrence whic] 
harmful of the complications of errors in judgment as to th 
thyroid left. A second operation in an occasional case is prefet 
myxcedema or tetany with the inevitable cataracts in many cases 

In the patients with adenomatous goitre with hyperthyroidism, 1 


can be improved appreciably if the patients will come to operati 


in the disease. The higher incidence of slight residual subject 
symptoms is due to the longer course of the disease and the older ag 
patient. It is probable that thyroidectomy, at some time in the fift 
that the goitre is present before symptoms of hyperthyroidism app 
prevent most of the symptoms referable to hyperthyroidism 

Thyroidectomy for adenomatous goitres with normal basal 
rates gives a high percentage of good results. Aside from pressurt 
toms there appear to be many mild symptoms that are reliev 
roidectomy. After the removal of goitre of this type the basal n 
rates will not change importantly and there need be no fear of 
myxcedema. 

\t some future time a specific treatment for exophthalmi 
be discovered ; until that time operative treatment offers a low mot 
high percentage of rehabilitation. For other goitres that are of lor 
ing, surgical treatment offers prophylaxis from hyperthyroidism 


complications and a high degree of rehabilitation after the compli 
treatment, frequently bears the responsibility for the residual sympto1 
CONCLUSIONS 


(1) Subtotal thyroidectomy for exophthalmic goitre gives reh 





in over go per cent. of the cases. 


(2) Of all cases treated by operation about 65 per cent. had no imy 
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hyperthyroidism has occurred. Procrastination in carrying out opet 
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PROGRESSIVE EXOPHTHALMOS FOLLOWING THY ROIDE¢ 
TOMY: ITS PATHOLOGY AND TREATMENT 
By Howarp C. Narrzicrer, M.D. 
or San Francisco, Cat. 
FROM THE DEPARTMENT OF SURGERY OF THE UNIVERSITY OF CALIFORNIA 

Tue exophthalmos which is characteristic of a certain type 
usually subsides following operative treatment of the gland; ordinat 
not a matter of any great concern to the surgeon, nor does it requir: 
treatment. In occasional instances, however, this protrusion of 
may not subside after operation and may then constitute a disturbing 
symptom of the disease. In still other instances exophthalmos aft 
roidectomy becomes progressive and the literature is filled with 


in which this has occurred. Among the reports of particular inter 


1 Burch,” and Roeder and Kiullins.* 


those of Zimmerman, This condit 
resulted, in extreme instances, in total blindness. [nucleation of 
often necessary because the protrusion advances tu such a degre 
lids are no longer able to cover the cornea, and desiccation, abrasion 
ceration with infection result from exposure. Some of these patient 
choking of the discs and atrophy of the optic nerves, though this 
means an invariable accompaniment of the exophthalmos. Ophthal: 
have recommended various procedures for protection of the eye 
suturing the lid and canthotomy In other instances, operations up 
cervical sympathetics or the stellate ganglion have been tried upon the 
that the principal factor in the production of the exophthalmos is 
activity of the sympathetic nervous system, producing its effect uy 
involuntary muscles in the orbit. The operations upon the lid, as 1 
expected, have met with no success, and have had no effect upon the 
of the protrusion. Sympathetic operations likewise, while resultir 
slightly narrowed lid slit and a smaller pupil, have been quite inadequ 
unsatisfactory. 

An inquiry into the Cause of the exophthalmos associated with hv Cl 
goitre indicates that there is no concurrence of opinion as to the uw 


mechanism. There have been numerous proponents of the idea that 





muscles supplied by the sympathetic nervous system have becom: 
active and, in one way or another, are responsible, not only for th 


thalmos, but for the wide lid slit and the lagging of the upper lid in 





downward movements of the eyeball. The muscles of Muller,*® La: 
and Krauss,‘ all have been considered to play their rdles; the mus 
Muller and Landstrom by acting directly upon the globe, and the 1 
of Krauss by constricting the ophthalmic vein so as to produce 

engorgement, which secondarily has been responsible for the promin 
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directed toward determining the presence or absence of such a lesior H 

examination proved to be entirely negative and encephalograms confirmed t ; 

that there was no gross abnormality in her nervous system; her spinal fl 

was normal Measurements with an exophthalmometer read 34 on tl 

and 32 on the left side 
It was decided that the protrusion of the eyes could not be explained : 

of any intracranial lesion and there was no evidence of intraorbital tumor | 

venous aneurism. In view of the fact that the loss of vision was progr: 

exophthalmos still increasing, it was felt that a decompression of the orbit off : 

an opportunity at once to relieve the exophthalmos and perhaps to detern 

\ satisfactory explanation of the changes in the optic discs could not be 

light of our present knowledge, but it was felt that they must be as 

whatever pathologic condition was producing the exophthalmos ; 
Operation.—April 7, 1930 a right frontal operation was performed | 

elevated from the orbital plate, which was then opened. The orbital roof w 

away widely to give a maximum decompression of the orbital content 

removed mesially as far as the ethmoid and sphenoid cells, and anteri 

the frontal sinus. Laterally the entire plate was removed, and _posteri 

removed to the greater wing of the sphenoid The orbital content bul 

through this opening and obviously was under extreme tension Phe 

was opened and the orbital content was exposed. Fat was visible tow } 

and lateral sides of the orbit, but, upon palpation, it was evident that it w 

tension as contrasted with the tension within the cone of extra-oculat 

passed forward from their origin about the optic foramen to the globe 

the tension of this muscle cone was extreme. We felt that the expla 

exophthalmos must lie here and decided to open through the muscle at 

the retrobulbar space for the cause of the pressure. Small sutures wer: 

the levator superioris to act as retractors and the muscle fibres were split | 

As the incision was continuously deepened, it was found that. instead of 

the normal muscle, perhaps 1 millimetres in thickness, we were in a deep 

and the incision had to be deepened to about 1% centimetres. This muscl 

increased in size, was perhaps a little paler than normal, and was distinct } 

This splitting of the muscle was continued forward to the sclera, and it 

retracted. We were then able to explore the retrobulbar space and the 

it entered the sclera No veins and no fat were found within this space 

space was filled by this bulk of extra-ocular muscles. Small portions 

were removed for microscopic examination | 
With these findings before us, the explanation for the protrusion 

clear. It was caused by an increase in muscle volume. The reason for 1 } 

in the optic discs was not so easily seen. It was considered as a possibilit 

constriction about the optic foramen by this same mass of muscle might 

in the disc changes. For that reason, it was decided to continue the decomp 

the orbit to include the optic foramen and, with this in mind, the bony ro 

foramen was ronguered away he muscle incision was then continued | 

point of origin of the muscle at Zinn’s ligament—the fibroperiosteal ring al 

optic foramen from which these muscles take their origin. The muscl | 

continued back to include their origin and the optic nerve was exposed Phe 

became progressively more fibrous and even gritty to the knife and additiona 

were removed from microscopic examination. Following the complete dec: 

the orbital contents and the optic nerve, the dura of the frontal lobe was all t 

come down upon the orbital contents, the bone flap was replaced and the 

closed. It was obvious at once, upon the conclusion of the operation, that t | 

eve had receded markedly. The following day there was considerable a 
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slightly by tying the external jugular veins. Dr. Margarete Kun 
Department of Physiology of the University of Chicago, has rey 
her experimental work upon rabbits, that exophthalmos could b 
if a thyroidectomy were performed upon three-weeks-old rabbit 
rabbits were later fed with thyroid. No examination of the orbit 
has been reported in these animals. This we hope to present to you 
time from our own and her experimental work. It 1s noteworthy 
of the patients who are described in the literature as suffering 

sive exophthalmos have had a normal or low basal metabolic 1 
case in Doctor Kunde’s experimental animals. The patient 1 


had a low metabolic rate and had been given thyroid. Also it was 


an unusually broad collar incision had been made at the time « 
tion, and that both external jugulars had been tied. In view of 
the venous return from the orbit has a double channel to th 
culation, one by an intracranial route, and the other through c 
veins to the facial vein, this might be one factor in the product 
protrusion. The changes brooks’ reported in the presence 
obstruction of venous return flow from muscles in the extret 
similar to those found in this case of progressive exophthalmos 
It is hoped that experimental work now under way may throw 
light upon the mechanism of these muscle changes and also 
our understanding of the circulatory changes seen in choking 
discs. 
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of metastasis strongly suggests that malignancy is commonly 
time of the operation. 

The type of current used determines the effect produced 
cutting current seals only capillaries and small vessels; per / 


may follow its use even in the skin, while with gland or muscle tl 


} 


apparently as good as with the knife; microscopic section s| 


slight layer of surface coagulation. Slow-cutting current is mor 
in arresting hemorrhage but causes more tissue destruction. Thx 


ing current causes almost instantaneous clotting for a conside1 


along vessels, while slow coagulation may be used to cook 
a considerable area. A non-absorbable surface is formed and suy 
are killed at the same time that cutting of tissue and sealing 

occurs. The non-absorbing surface and coagulated vessels not or 


vent metastasis but also prevent thyroid crisis by avoiding absorbi: 


cae 





Fic. 1 Shows the size of vessel which can be 


coagulated safely 

ngth of clot in centimetres and inches 

from the wound. The killing of superficial cells avoids local implant 
cancer cells and also minimizes the risk of infection. The questior 
raised by Crowell? whether these advantages are real or theoreti 
electro-coagulation actually does seal vessels is apparent to anyone 
much experience in using it If a blood-vessel be isolated, clamp: 
touched with the coagulating current, a clot forms instantly which 
can be seen by all at the operating table and which if desired cat 


to extend for one-half an inch or more along the vessel. ‘To she 


had such a section of blood-vessel photographed between two scal 
on one side and inches on the other. (Fig. 1.) In this instance the 
well over one-half inch, or fully 12% millimetres in length. Su 


could be dislodged but this would not occur with the pressure o1 
found in the blood-vessels, even if abnormally high, nor would it 

to be dislodged by ordinary manipulation. The non-absorbing surf: 
duced by electric-cutting current is shown by histologic section o 
surface on which can clearly be seen a microscopically thin layer of coagul 


tissue. (Figs. 2 and 3.) 


The advantages of electro-surgery in many 
tions of surgery, not alone in goitre and malignancy, I have emphasiz« 
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with most careful he rae 





it is possible to excis¢ ocalized intected area completely, where 
conditions permit, le a surtace surgically clean and with unit 
superficial destruct tissue so that there will be normal healt 
majority of instan lo determine the possibility of cutting throu 
Saw . ae =e sed . ae ee Herve +] ] ] 
rected are: Vitho c ( ( . i@ TOMOWII procedure was < 
out: A good-size tion ot tresh tissue whi had been remove 
breast Cancel perat i heavily S! eared witl a uiture OT Stap 
| 
his area was rem with the electric cutting loot After the 
surtace had beet ex several pieces Wwe 
There was no vrowt any ot these tubes, showing that it is possi 
cut electrically throu n intected area without danger of contami 
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It is my clinical observation that while certain electrically cut t 
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satisfactorily, skin and subcutaneous tissues do not heal so ray 
cut with a sharp scalpel. This agrees with Ellis’s experimental 
that with dogs the sxin healed per primam in only 60 per cent. wit! 
cutting and in 97% per cent. with knife wounds: while with mu 
practical purposes, electrically produced and knife wounds heal: 
as rapidly and with equal strength of union. Hence it has seen 
desirable to limit the amount of electric cutting as much as is 
tissues giving less favorabe healing. To obtain the advantages 
coagulation which seals vessels much more securely than electri 
| have in certain operations surrounded the area just inside the 
posed excision by coagulating punctures, one-half inch apart. | 
work as previously mentioned shows that electric coagulation ext 
clot approximately one-half inch along the vessels. Hence, if 
are made one-half inch apart, it would seem fair to assume that the 
would extend in a radius of at least one-quarter of an inch sur 
the puncture. It is possible by using the electro-coagulating ss; 
puncture down and completely surround certain cancerous areas, ef! 
closing the blood-vessels and lymphatics so as to prevent met 
handling the tissues. The line of skin incision is then made wit! 
just outside the electro-coagulated puncture line, and in breast-can 


tions the flap is further reflected by using the scalpel. As muscl 


seems to be good with electric cutting, muscle attachments may lx 
by the cutting current. How much advantage will be gained by 
cedure will have to be determined by experience, but it is certain 
vessels and lymphatics surrounding a growth can be effectually 
this way. 

Two difficulties in the use of electro-surgery are common to other 
tions than those for malignancy and goitre; these are, first, the 
cutting through thick layers of fat; and, second, the contraction o 
as they are cut. These difficulties can be obviated to some extent 
is such a poor conductor of electricity, as well as of heat and col 
requires a stronger current and more rapid cutting to divide thicl 
of fat. Fortunately, the layers of fat are usually subcutaneous 
most cases important vessels and lymphatics through which « 
are carried, freeing metastases, are more deeply located, and it 
with coagulating-current punctures to block off the area adjacent 
malignant growth as I have already suggested in this paper, 
cutting current would be much less certainly efficient. 

The contraction of muscles caused by electric stimulation whet 
tric cutting is used would decidedly interfere with careful disse 
certain conditions. In operations like that for breast cancer the 
of the muscles to the chest wall are readily divided, specially accurat 
tion not being required. When one becomes accustomed to work 
electric cutting the muscular contraction usually gives little annoyai 
is of no practical consequence. Certain makers claim that the 
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PARATHYROIDISM AND PARATHYROIDECTOMY 
By Max Batuury, M.D. anp Purn F. Morse, M.D 


or Derroit, MIcHIGAN 


FROM THE SURGICAL AND PATHOLOGICAL DEPARTMENTS OF HARPER HOSPITAI 


History.—The connection of parathyroidism with osteomalaci 
has a most interesting history covering a period of twenty-five yea 
of it has been given in recent publications so that only a brief 
recalled here. (For closer study of the historical development se 
Barr and Bulger, Compere, et al.) Von Recklinghausen, in 1904 
scribed osteitis fibrosa cystica in a classical paper which broug! 
condition the name of von Recklinghausen’s disease of bone fF 100 
DeCosta gathered eight cases of parathyroid tumors from the lite: 
of them his own. It is interesting that neither von Recklinghause: 
article on osteitis fibrosa cystica mentioned the parathyroids, nor D 
in his article on parathyroid tumors, mentioned the connection wit! 
diseases. Askanazy, in 1904, published the first case of parathy1 
found post-mortem in a case of osteitis fibrosa cystica. Erdheim, 
saw the two conditions associated three times, and made the first 
connect them etiologically, claiming that the parathyroid hyperplasia 
to the effort of the gland to increase calcaemia. (Erdheim’s theory 
heinz, in 1925, gathered forty-five cases of parathyroid tumors, 
seven of them were complicated by disease of the skeleton. In the sai 
Mandl achieved the distinction of performing the first parathyroidect 
cessfully for the cure of osteomalacic conditions. It is interesting 
that Mandl then was not sure at first whether the condition was 
hyper- or hypoactivity of the parathyroids. He tested the matte 
transplanting more parathyroids into his patient and observed a dist 
crease in the severity of the symptoms; thereupon he removed tl 
plant plus the patient's own parathyroids. 

Symptomatology—The symptomatology of parathyroidism has 
given fully by the same authors mentioned above and by others 
myxoedema and Graves’ disease are antithetic conditions in the | 
of the thyroid gland, so in the parathyroid, we have two conditions 
each other, namely, tetany and parathyroidism.* For the understa1 
the condition, however, it is useful to tabulate the opposing symptor 
tetany, the parathyroids may be diseased, but more often they ar¢ 

* We believe that the word parathyroidism should replace the longer ter: 
parathyroidism because thyroidism means the same as hyperthyroidism 
parathyroidism does not tell us any more than parathyroidism. It also ret 


opposing symptoms are not simply due to lessened or increased function 


gland, but that various clinical states will have to be interpreted as dysfur 


mixtures of hyper- and hypo-elements in the same patient (Ballin and Morse, | 
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lhe vertebral bodies also become flattened and finally show 
fractures. Frequent fractures of the ribs, vertebre and long bon 
remind us of parathyroidism, especially if metastatic malignar 
ruled out. Severe pain in the affected bones is practically alw 
Some of the patients have spent months and sometimes years 
with corsets and other supports in the effort to relieve this 
pain may be caused mostly by pressure on the intervertebral ne1 
deformed vertebrz, but the hypercalcemia most likely is the mori 
underlying factor, judging by the prompt relief which follows 
the 


The demineralization of the skeleton leads to the increase of 
cium, and to increased calcium excretion in the urine. Just as 
the storehouse for glycogen, so the spongiosa of the skeleton is 
house for calcium. Donald Hunter and several others have writt 


explicitly on this topic. In parathyroidism the spongiosa of thi 
out calcium too rapidly. Later in the disease the cortical substanc 
bones also suffer. The increased calcium content of the blood 

main symptoms of parathyroidism. We find readings up to 20 
(25 milligrams exceptionally), the normal being 8 to 9 milligram 
hypercalcemia can be temporarily or continuously absent, and 

not exclude the diagnosis of parathyroidism if all other sympt 

Careful metabolic work on the calcium metabolism has show: 
parathyroidism there is a negative calcium balance, that is the 
creted in stool and urine is six or seven times greater than nor 
excretion is greater than the intake, even with high calcium diet 
bones are progressively decalcified. The importance of the chang: 
phorous metabolism (lowered serum P.) goes with the calcium 
some think it is more important than the calcium. 

Metastatic calcium deposits in parathyroidism have been late! 
sized and made a part of the symptom complex through the worl 
in Leningrad. It has been proved that such calcium metastases « 
produced by free hypodermic administration of parathormone. |: 
rays taken in parathyroidism, we see large calcium deposits arou 
of the vertebrz, and anterior-vertebral ligament; the Jumbar ligament 
diffuse calcification or calcium deposits. Perhaps the occasional 
deposits of calcium in blood vessels of young people is also duc 
docrine disturbance. Metastatic calcifications have also been fou 
mucosa of the stomach, heart, thyroid and adrenal cortex in parat 
Oppel believes that in ankylosing multiple arthritis, the initial focal 


is the nidus for the deposition of lime in patients predisposed 


calcification by parathyroidism. Oppel claims, after extensive inv: 
that in practically all ankylosing types of polyarthritis there is a 
hypercalcemia, averaging 12 milligrams of calcium per 100 cubic cent 
of serum. His studies have been published after operations on sevent 
cases in 1928, and were done in the hospital where Bechterew made | 
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Piense %St 





Fy 


1G. I Case X\ Femak ged fifty-tw Arthritic pains for five years H 

2 inches Marked kyphosis B) ciun 2.8-14 milligrams Immed elief 
parathyroidectomy Area between arrows indicates demineralized and crushe 
Fic. 2.—Case X\ Demineralization of head of right femur Note the 





Fic. 3.—Case XV Deminer Fic. 4.—Case XV. Skull; beginning Paget 
alized and curving femur 


596 





t101 ‘ 
to twit 
we ( 
roidect 
did not 


7 Tr, 

i | 
pel Ty] 
and tl! 


bined \ 
+} VTi 
, , 
ooks 
(Jur al 
tumo 
i] 
Nros 

) 
iS Lt’ ¢ 
sO tar 
] - 
plus al 
Same ( 


belongs 
\pri IPOs 


shi Ww ed 


é 1 
{ 
Ti¢ 
¢T T 
ent 
+ 74 
r¢ 
terat 
vy 
‘ 17 
me t 
es 
| Ta 
’ 

} ‘ 
{ { 
Ssery i 
tert 
ste S 
ul ) 





BALLIN AND MORSE 


j 
| 


sidered in connection with this affection. Supporting Bourguig: 
cation, we have had under observation for several vears a tw 


maxilla which had been removed elsewhere with a diagnosis of 


the jaw (just as legs have been amputated for giant-cell tumor 


he patient is a woman who looks exactly like Hamburger’s 








Fic. 5 Case F. T., o&. aged sixty Re Fic. 6 Case F. T Note 
ent operated case with findings resembling between shoulders and approa 
Paget’s disease and osteitis fibrosa Note pelvis Left tibia, Paget type 


marked kyphosis. enlarged skull he 


changed from 6% to 8%) 


leontiasis ossea. Three or four years after her jaw resection, the 
not only extended further into the jaw, but, when one day her comp! 
backache led us to take more Roentgen-rays, a diffuse osteitis fibro 

of the spine, pelvis, femora, efc., was found. Illustrating the e1 
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surgical derelicts as they are called. Logic should prevent this f1 
pening again in parathyroidism. 
Of the twenty to thirty cases of parathyroidism published so 


tically all were extremely decalcified, had several fractures, wer: 


and had ankylotic spines. To be sure most of this damage cannot 
paired. The operation in these far-progressed cases, with th 


proaching the chest, is technically difficult. With the exception of Per 
ton’s case and two or three of our own, the disease was very fat 
before operation was resorted to. In spite of this, in far-advanc: 
of Quick and Hunsburger, of Snapper, and in a case seen by us wit )y 
Grover Penberthy, and our own cases I, II, III, XVI, improvement 
mediate as far as relief of pain is concerned, and encouraging in th 
ment of function and the retu 
calcium into the bones. Wi 
logically expect more if the ear] 
are operated upon. Th 
should be made early on the 
toms of pain, beginning demine1 
tion and beginning compressi 
vertebre, or on beginning bot 
before the whole sad pictur: 


1 
} 


lished. If we look for these 
symptoms the number of 
found to be suffering from pat 
roidism will be very large. The 
tal symptoms are likely often « 
up in the patient’s complaints 
testinal upsets (de Pemberto1 
cular weakness, burning sensati 
skin (as known also to be cau 
the sudden hypercalczmia attet 
travenous injection of 
chloride 3 








Fic. 9.—Mrs. I. McG. Early case in young Here two points should bi 
woman twenty-six years old, showing ankyloti ; . , 
kyphosis. Blood calcium 12-14 milligrams, and nent in our minds: First, how 
X-ray findings of wedging of upper dorsal ver ; ; : 
tebre and hypertrophic arthritis. Parathyroide picture to he rec ynized ear 


tomy gave relief of pain 2 ‘ 
second, 1f recognized, is the opet 


so void of danger that early operation is justified. Late operation 
viously indicated, because these people suffer so much pain and ar 
crippled that life is not worth living. Take the second question 
the danger of the operation. In the cases reported in the literature, inc! 
our own, only the case of Beck was followed by fatal tetany he 
fatal cases of Toland three months after operation obviously do not bel 
to this group. They were cancers or malignancies of the parathyroi 
had no bone complications whatever. Severe post-operative tetany follows 
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roidism.—December, 1930, Wm. H. Gordon. Operation.—December, 
parathyroid bodies removed from thyroid. Microscopy.—Two parat 


formation. Marked fibrosis Post-operative course—Good. Fina 


OR 


hyroid 


| res 


Gained 20 pounds in six months. No pain. Discarded crutches. Ca stayed 


months. 


Case IV.—R. M. (Type IV), female, fifty-seven years. Onset of dis: 
short spell of backache. October, 1930, more severe; sleepless First 
Spondyloarthritis. Progress—Kyphosis. Becoming shorter. X-ray findings 
eralization of vertebra and radius with reduction of height of bodies. Blood | 
11.6; 9.2. G. I. Symptoms.—Frequent vomiting. Diagnosed parathyroidisn 
Moehlig. Operation—February 9, 1931, adenoma of thyroid. Bilateral subt 
tomy. Two lower parathyroids. Microscopy.—Adenomatous parathyroids 
no acidophile cells. Post-operative course—Hcemorrhage of left inferior 
quired packing and tracheotomy. Finally O. K. Final recovery.—Sple1 
gone. May, 1931, Ca 10. June, 1931, Ca 11.6. No X-ray check so far. 

Case V.—J. M. (colored) (Types II and III), female, thirty years 
disease.—Started at age of thirteen. Fractured left leg below hip. 1926, My 
after this. Symptoms.—Leg became painful; also left elbow First diag 
cysts of femur with fracture. Progress—— Crutches and much of time i 
findings.—Cyst-like process left; ilium and left acetabulum; head neck and u 
of left femur. Less in right ilium. Osteitis fibrosa cystica left elbow S 
fracture external condyle (not known to patient). Blood Ca.—11 Diag 
thyroidism.—A. R. Bloom. Operation.—February 3, 1931, bilateral subtota 
lobectomy. Two inferior parathyroids. Microscopy.—Two parathyroids. Ad 
Heemorrhage. Large fat islands Post-operative course.—Good Final re 
Fine. Walks without crutches or splint. No more pain. May, 1931, larg: 
in femur and os ilium less in size. Beginning calcification. 

Case VI.—H. G. (Types I and IV), female, forty-seven years. Onset 
1916, pelvic inflammatory disease, salpingectomy. 1921, hysterectomy S 
1930, backache, pain in liver region, vomiting. First diagnosis.—Gastri 
cholecystitis. Progress—High kyphosis. X-ray findings.—Lateral and poster 
ture of dorsal spine. Calcification of intervertebral discs. Wedging of vertebra 
of spinal joint. Blood Ca.—11.2, 11.2. Urine—o. G. I. Symptoms.—Gastri 
ten years. Much treatment. Developed argyria. Metastatic calcifications —Ma 
fication of costal cartilages. Diagnosed parathyroidism.—R. C. Moehlig. Oy 
April 23, 1931. Bilateral lobectomy of adenomatous thyroid. Two parathyroid 
scopy.—Biological test.—Parathyroids transplanted in case of tetany wit] 
tetany. Post-operative course—Smooth. Final recovery —Fine. No pair N 
symptoms for two months since operation. June, Ca 11.2 

Case VII.—A. M. R. (Type IV), male, fifty-three years. Onset 
January 109, 1929. Operated for toxic adenomatous goitre. Symptoms 
agitans. First diagnosis——Paralysis agitans, arthritis. Progress.—Late1 
Parkinson’s syndrome. X-ray _ findings.—Spondylo-arthritis. Blood Ca 
Urine —o. G. I. Symptoms.—o. Diagnosed parathyroidism.—R. C. Moehl 
tion—May 12, 193!. Parathyroidectomy. Two small parathyroids remov: 
scopy.—Adenomatous, cystic changes Post-operative course.—Smooth Fin 
ery.—No progress of symptoms. 

Case VIII—McA. (Type IV), female, twenty-six. Onset of disease 
pregnancy, painful curved back. Symptoms.—Stiffness and pain in back. Hi; 


kyphosis. Resisting good orthopedic care. First diagnosis.—Infectious arth1 


ress.—Severe painful joints, causing insomnia. X-ray findings.—Marked dor 


intervertebral spaces diminished, so that anterior processes of segments appt 


other. Diminished width and narrowing of three vertebrae. Blood Ca 
Pyelitis. Dysuria at times. Diagnosed parathyroidism.—R. V. Fun 
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ankylosing arthritis of elbows, interphalangeal and knees. Blood Ca—10, 11 
G. I. Symptoms.—o. Diagnosed parathyroidism.—R. V. Funston. Operati 
1931, bilateral thyroid lobectomy for adenomatous goitre. Two _ bodies 


parathyroids. Microscopy.—Bodies removed as parathyroids proved to be | 


Still had mild post-operative tetany. Post-operative ccurse—Smooth. Fit 
Case not useful for statistics. No parathyroid removed. 

CasE XV.—G. P. (Type II), female, fifty-two years. Onset of 
years ago with rheumatism. Symptoms.—Several rib fractures two years 
pain in hip and right groin five months ago. First diagnosis.—Osteo-mal 
vara. Progress.—Limping. Marked scoliosis of upper spine. Ribs appr: 


Height shortened two inches. Spine partially ankylosed. X-ray findings 
demineralization of all bones. Wedging of vertebre along lower dorsal s 


fifth lumbar, general skeletal demineralization, suggestion of Paget's dis 





Blood Ca.—12.8, 11, 14. Urine.—o. G. I. Symptoms.—o. Operation.—Ju 
thyroparathyroidectomy for adenomatous thyroid, two parathyroid bodi« 
Microscopy.—No acidophilia. Diffuse fatty type. Post-operative cours¢ lr 
performed for relief of dyspnoea. Wound healed. No inflammation. Final 


1 


Startling immediate recovery from arthritic pain 
Case XVI.—A. S. (Type I and IV), female, fifty-three years. Onset 


1925, hysterectomy for fibroid. Symptoms.—High back pain five months. Int 
geal arthritis acroparathesia. First diagnosis——Spondyloarthritis. Progres 
X-ray findings.—Overgrowth of spinal articulation. Diminished vertebral di 
ing of dorsal segments. Blood Ca.—12, 14, 8. Urine—o. G. I. Symptoms 


tion—June 17, 1931, large left bilateral subtotal thyroid lobectomy for 
goitre. Large left parathyroid—adenomatous. Left smaller. Microscoy 
ished at the time of this report. Post-operative course—Smooth. Final ri 


untoward results following operation. Observation period short 


Pathology.—The judgment of the condition of parathyroidism se 
depend entirely upon the clinical symptoms correlated with the Roents 
findings and the blood-calcium level. There is very little in the histol 
examination of the glands to give a clue to their hyper-functioning stat 
fact, comparison of the parathyroids taken from normal cases, or from 
suffering from other diseases, with those of the operative cases of pai 
roidism, shows differences so small as to be unimportant in diagnosis 
or two findings have been noted that may be significant: First, the tet 
to diffuse and focal round-cell infiltration of the gland, which is certai: 
abnormal condition and which is reminiscent of the round-cell 


so common in thyroid adenomata. Cystic areas filled with a v ry thir 





blue-staining colloid are noted, but they have also been noted in supp: 
normal organs, and were described by Sandstrom in his original desct 
of the anatomy of the epithelial bodies. They have been considered by 
to represent degenerative changes and may have some significanc 
regard just as the degenerative changes in thyroid adenomata are considet 
to be evidences of anatomic breaking-down from functional over-strai1 
From a general survey of the parathyroid tissue so far removed by 
we would say that compact nodules forming in the peri-glandular fat, 
even isolated nodules found in fat tissue not directly connected with | 
thyroid bodies are possibly more significant as indicating a hyper-functioning 
state than any of the other changes. A great deal of significance should 
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This shell-out method—considered from the standpoint of carcinoma 
of operation that they had been doing, particularly since a work on par 
was done in his (7erry) clinic, the occurrence of parathyroids on the anteri 
the thyroid. It is surprising—in 10 per cent. of the cadavers one or more 


roids is on the anterior portion. Doctor Tinker, by his technic, saves tl 


speaker was sure that he does the same operation for the non-malignant 
malignant. 


Doctor Terry started in with the electro knife some years ago, but h« 


the persistence of Doctor Tinker [he machine was not a particularly 
did not have the right changes in the electric current; they did not have 
understood it thoroughly enough to make the proper changes in the curt 
one could get the coagulation or cutting effect. But since Doctor Tinker 
similar subject came out some time ago Doctor Searles began using it f 
tion of the vessels outside the muscles under the skin flap, although he 
it in the gland itself. 

The speaker did that in one case recently with quite a degree of satisfa 
away with the ligatures necessary externally and shortened the time of oper 
with Doctor Tinker’s experience, and his advice, he will try the knife 
itself, because he felt that his bad results have been due to bad currents and 
on their part. 

Dr. Harry H. Kerr (Washington, D. C.) discussed Doctor Naffziget 
persisting and progressive exophthalmos He said that no one has prove 
ophthalmos occurs in exophthalmic goitre, nor has anyone proved what 
Further than that, the progressive type that continues even after thyt 
never been adequately explained. This case shows a very striking result, and 
we now have some actual data that will perhaps solve this very interesti: 

Doctor Naffziger’s experience is also fascinating in the speculation tl 
as to other factors in the question of involvement of the optic nerv Ther 


been a complete and satisfactory exposition of choked disc. One usuall 


theory that increased intra-cranial pressure affects the optic disc by thi 
the cerebrospinal fluid around the nerve in the duval envelope. This press 
mitted to the central vein of the retina with resultant ceedema and choking 
There has never been a complete explanation of choked disc in other con 
out increased intra-cranial pressure. Nor does this theory explain why there 
ing of the disc in cases where there is a definite increase in venous pres 
an increase of the intra-cranial pressure The first is illustrated by the 
choked disc in cases of sinus disease, without increased intra-cranial pr¢ 
second is illustrated by the absence of choked disc in pulsating exophthaln 
cases where there is an arterial fistula between the internal carotid arte: 
cavernous sinus, the venous pressure is at its highest, and still a chok 
not occur. 

The decompression of the optic nerve and muscles in this case not 
persistent and progressive exophthalmos, but has also cured a choked dis: 
it is a very profound contribution that promises to be of great value in futur: 

Dr. LEONARD FREEMAN (Denver, Colorado) discussing the paper by D 
on parathyroidectomy called attention to the work of Leriche, of Strasbour 
reported, in the French, that he has deliberately removed the parathyroid 
a skin disease, basing the operation upon the researches of Poltier. Hi 
demonstrate that scleroderma nearly always expressed—or sometimes « 
hypercalcemia. He removed the parathyroid upon the right side, the lower 
The result was startling. Within a few days the pathologic conditior 
subsided ; the symptoms all disappeared, as well as the pain. The case was 
for some length of time, and it seemed to be more or less permanent. Hi 
a second case of a similar character 


Dr. Ricuarp H. Mutter (Boston, Massachusetts) said that he had ope 
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RESECTION OF THE C-ECUM 
By Freperic N. G. Starr, M.B., C.B.E 


OF TORONTO CAN ADA 


LOOKING back over some forty five years. one cannot hel 
pressed with the strides that have been made in gastro-intest 
during that period. It was only a few years before that time 
was brave enough to attempt reparative, or even relief, op 
gastro-intestinal tract. In fact, in those earlier years abdomi: 
confined largely to the removal of large tumors of the uterus, 
ovarian cysts. Rarely was any operation done upon the intestin 
large bowel obstruction, which consisted mostly of colostor 
done through the loin. 

[It is true that in 1837, Egebert, a Norwegian military 
paper on gastrostomy at the Christiana Medical Society. 

It is reported by Marshall that Reybard, of Lyons, pert 
resection of the colon in 1544, but the paper was reject 
“because of some want of definiteness.”’ 

In 1878 Baum, of Dantzic, removed a growth from the 
but faces escaped and the patient died on the seventh day 

In 1878 Martin, of Hamburg, successfully removed thi 


Of course every little while resections of gangrenous bow: 


j 
] 


were done with varying success hen as technic improved, intest 
advanced by leaps and bounds. The Mayo-Robson bobbin, the Sen: 


fied bone-plates, and the ingenious button devised by John B 





assisted in showing the way to make these more safe. 

In my earlier resections I resorted to the Murphy button until 
into the peritoneal cavity. Then I turned to the lateral anast 
were most satisfactory and gave very little anxiety during th 
In the meantime the rontgen ray was discovered and some of 


ie of indefinite discomfort; upot 


began to drift back complaini 


sometimes one could discover a mass. Upon X-ray examinatio1 


that a large pocket had formed at the blind ends of the bowel 
accumulated. 

I then decided to resort to the end-to-end anastomosis 
trouble in about one in four of these because of the cedema tl 
at the line of suture, giving rise to a temporary obstruction, 


fistula would form before the cedema could subside. In 1920 e¢ 





a piece of rubber tube incorporated at the site of the anaston 
maintains a lumen through the anastomosis until the cedema subsic 
this there have been no fzcal fistulae, and the convalescence has 
fortable and satisfactory with no untoward signs of obstructio1 


610 














SURGICAL TREATMENT OF TUBERCULOMA OF THE C.kctuy 
By Harry Hytanp Kerr, M.D. 


or Wasutncton, D. C 


TUBERCULOSIS usually affects the intestinal canal as an ulcet 
In this form it accompanies general tuberculosis, and is found 
per cent. of autopsies of cases dying from tuberculosis 

The intestinal canal is occasionally infected by the tubercle b 
out invading any other tissues of the body. Such isolated infecti 
the neoplastic type of intestinal tuberculosis known as hyperpla 
tuberculosis of tuberculoma of the cecum 

Tuberculoma of the cecum is most commonly found 
The youngest of my five cases was fifteen, the oldest twenty-ei 


11 ; 
| 


In the early stages it is usually diagnosed as appendici 


the tumor formation has occurred or obstruction supervened, 
taken for cancer. The X-ray examination is characteristi 
ing defect of the cecum at the site of a mildly ten 
As the disease progresses 11 tends to interfere with bowel 
acute obstruction may occur 
The treatment is surgical. Good results have been reporte 
therapy. In one of my cases a clinical cure resulted after two v 
tarium treatment. In another, there was little response to lig! 
a year and surgery had to be resorted to because of acute obstructi 
As bowel function is impaired by the lesion, overfeed 
anchor of tuberculosis—therapy is impossible. 
If the tuberculoma can be removed without undue risk and 
of the intestinal canal restored, surgery would seem to be the quick 
radical, and most economical treatment 
Resection of the tuberculoma by the basting-stitch techni 
little or no mortality and should result in complete cur | 
cases of tuberculoma of the czecum, four of which have hi: 


radically removed by the basting-stitch technic without mo: 


; 


complete relief. 


The author then presented a moving picture which illustra 
of the cecum and ascending colon for tuberculoma performed 
an ileocolostomy had been established for acute obstruction 

The picture, taken by Dr. Daniel L. Borden at the Garfield 
Hospital of Washington, D. C.., presented the following: 

The tuberculoma of the caecum is mobilized and lifted fron 
abdominal wall with its mesentery and glands 

The dilated ileum and relatively collapsed transverse colon ar 
and the sites are selected for resection. 
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DIVERTICULITIS OF THE COLON 
4 REPORT OF 36 CASES FROM THE NEW YORK HOSPITA! 

By Francis M. Conway, M.D., ann James M. Hirzror, 

or New York, N. Y 
FROM THE FIRST SUR¢ Al CORNELI DIVISION OF THE NEW YORK 

In A discussion of the subject of diverticulitis of the colon, 
customary to define exactly what one means by the term 
Many have taken care, and correctly so, to distinguish the conge1 

type of diverticulum, as represented by the Meckel’s type of 
from the false or acquired type of gut-pocketing which is the 
mucosal herniation through the coats of the gut wall. It has 
authors that in many of the reviews of the subject, the relations! 
ticulitis” to the antecedent and practically symptomless “din 
the colon has not received enough stress, and that the genet 
of the disease has not been completely emphasized. The ob 

there exists in certain individuals, and in the major portior 
during a certain decade of their life cycle, this tendency to mt 
tion of the intestinal wall is rather significant. By the general: 


of the disease is meant that although one may find only a diverti 


sigmoid colon, there is usually an associated and accompanyin; 


in other regions. Before defining the term, an elaboratior 


0) 
I 


factors underlying the condition is advisable for a more cor 
understanding of it. 


Etiology.—The actual method of origin of these gut out-p 


not understood, although many explanations have been advat 


AULVaAliC( 
presence. They are not congenital in character, as they ha 
develop through all stages and at a more or less constant tim 
in the fourth to the sixth decade. Certain factors are offered 
some significance: 


Age.—The age at which these gut-pocketings are seen is 
monly between the ages of forty and sixty. Telling," in his seri 


cases found the average age to be sixty, while in our series 
cases, the average age was fifty years. The youngest case it 
was found in an individual of thirty and the oldest in a patient of 

Sex.—In most series, the incidence is taken to be two to ot 


as compared with females. However, Newton," in his report of 


( 


found it to be almost one to one, and in our listing of thirty-si: 
were eighteen males and eighteen females. 

Obesity — Most of the cases seen were usually in well-nour: 
who were slightly overweight. 

Constipation —Constipation and flatulence have long been held 
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on diseases of the alimentary canal reported a series of cases 
pathologic findings including some of the complications of thi 
Klebs*® in 1869 was among the first to recognize the origin of the 
in the diverticula. 

Grossly, the pouches look like pea-shaped projections from 
These may be contained in the appendices epiploicz or are c 
fat and are not visible. Inasmuch as they frequently tend to grow 
appendices epiploicze, they are most difficult to distinguish in sit 
that one sees is a tuberous-like appearance of the bowel. Whet 
the fat is stripped off, the diverticula are seen as typically bottl 
pocketings, dark blue in color. The characteristic dark blue colo: 
the fact that the mucosa and submucosa have herniated throug! 


wall and the contained fecoliths are seen through this wall. Usual] 








Fy | 

Fic I Pathologic spe mer N 7 17 Section shows 1 typi he 
through the muscularis and the formatior f diverticulum Section, i id 
of the mucosa with evidences of a catarrhal inflammation; round-cell infiltrat 
muscularis and adjacent fat tissue Specimen removed at eration from ( \ 
perforative diverticulitis of the descendir lon with abscess 

Fic 2 Path logic specimer! Ne ) 27 section represents diverticulum 
lined with granulation tissue that is infiltrate with numerous plasma 1 
many polynuclear leucocytes The : ! hows 1 infla 
removed at operation from Case XXX Chror erti t th pe 


strip, whitish in color, can be made out about the neck of the 
marking the limit of the muscle covering. 

Microscopically, there is a rarefying of the bowel muscle in th 
lous areas and in many sections (viz. Fig. 1) the mucosa and submu 
be seen penetrating the coats of the intestinal wall. Following the dc 


ment of the pericolitis, as the process continues, abscesses and 





| formed. The sites of spread are commonly to the bladder, small 
and abdominal wall in the male while in the female, in addit 
the adnexze and uterus are frequently involved. As the chronic inflai 
continues, it leads to a fibrous thickening of the gut wall with result 
stenosis of the bowel with a wall from one-half to one inch in thi 

\ccordingly, it may be seen that the attack of diverticulitis with thr 


++ ’ wi 
é 


obstruction may occur as the result of two conditions which di 
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picture is fairly characteristic. In the early stages, before stenos 
pletely distorted the appearance, there are spiked or palisade like 
of the barium shadows from the lumen of the bowel, the wall 
thickened from the inflammatory exudate and fixed. This 
caused by the deformity and contracture of the haustra. The other 
with the bleb-like deposits of the barium in the actual diverticul 
knewn. As regards the location of the diverticula, although the 
tnroughout the colon, the commonest site is in the sigmoid Phe 


table shows the distribution in various series: 


Series oo P 3 
nS. 
Sf. Tt ~~ a on a — =— 
Newton 
44 Cases 25 12 I S 
Spriggs and Marxer 
1606 cases... , 120 79 33 33 24 6 
New York Hospital 
30 cases 17 3 IO I 2 I 
Lockhardt Mummery 
4I cases.... 30 3 I 
Classification—An attempt has been made to group the 


series after a schema used by Monsarrat which seemed to be 
complete as any encountered. They are as follows: 

(1) Acute diverticulitis without perforation or compli 
Chronic diverticulitis without perforation or complication 3) A 
forative diverticulitis with peritonitis. (4) Chronic perforative 
with complication such as abscess or fistula formation. It is to 
that there is no sharp differential diagnosis existent between 
4. Group 4 forms the largest group and within it are those cas 
colitis sinistra” and cases where no single perforation was det 
(5) Diverticulitis with stenosis. (6) Diverticulitis with 
carcinoma. 

In Group 1 have been placed those cases where there is a1 
of the mucosal folds with an inflammation of one or more diverti 
lowed by subsidence of the attack without any complicatior ly 
have been placed those cases where there has been a vague hist: 
lence, constipation, and where radiographic plates or subsequent 
have revealed the presence of diverticula but without any c 
condition. 

In Group 3 have been placed those cases of perforative diverticulit 
peritonitis where the first symptom of the condition was, in many 
symptomatology following their generalized peritonitis. This 
gradually into the next class Group 4. 

In Group 4 have been placed those cases with complicating fact 
as abscess, secondary involvement of other viscera, and fistula 
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were treated conservatively with the exception of one case, ‘ 
which was discharged from the hospital as unimproved. 

The non-surgical treatment which is the same for an early 
ticulitis as that of diverticulosis, consists in keeping the body, tl 
canal, and especially the mouth and colon as healthy and clear 


Any source of sepsis that can be reached must be removed 


The diet should be simple and regular, with a good deal of fruit 
tables and little meat \leat may be given two or three tim 
begin with, but later added daily, if desired, providing that regu 
movements are established. If there is such a degree of inflamn 


mucous membrane as to make it undesirable to give fruit, greet 


wheat bread, an entirely non-irritating or bland diet of cereals, 
is needed. \ltering the intestinal flora by vegetable foods 


Acidophilus in milk also seems to do some good. In addition 


is given as a pabulum for the B. Acidophilus. The use of mi 


1 


amounts sufficient to insure the soft character of the bowel mover 


utmost importance 
With Types III and IV the question of therapy is detern 


individual case, as may be seen by the various procedures peri 


cases placed in these groups. It is in this sub-division that the 
treatment is distinctly surgical in character 

With Type V, the question of resection in the presenc 
obstruction is another point of dispute, as some are of the opini 


ta 


tion should be prefaced by a long trial of medical therapy, and 


bowel is becoming more and more constricted, preliminary 


colostomy above the point of Stenosis should be considered 


CONCLUSIONS 
1. Diverticulitis of the colon, by virtue of its intrinsi 
produce a variety of symptoms 
2. Although the majority of the cases show involvement 
the condition is not limited to that region. 


i 


3. The actual method of production of these mucosal hert 
unknown, although two methods of possible formation are consid 


4. Diverticulosis of the colon, being a precursor of the cond 


to be regarded lightly, and vague gastrointestinal upsets al 


flatulence in adults between the ages of forty and sixty wart 


investigation, which should include a barium. series. 


5. Diverticulitis is the final stage of diverticulosis where the sn 


become involved and destroyed in the chronic inflammatory pr: 
in the first place arose in themselves. 
6. In this series, the symptoms in order of their frequency 


across the lower abdomen usually more pronounced in the left 


rant; constipation; flatulence; nausea; palpable tumor mass; 


melzna and urinary urgency. 
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TABLE I—(Continued ) 


(4) Sigmoid, 2 days. Biopsy and Miculicz’ tampon drain (No. 13 
peritonitis ). 

(5) Sigmoid, 1 month. Miculicz’ operation (first stage) (No. 4 
peritonitis ). 

(6) Caecum, ascending and right transverse, 5 days. Resectio1 
and hepatic flexure (hemicolectomy) (No. 11). Died (pneumonia 

(7) Czcum, 2 days. Suture of perforation without drainage | 
eral peritonitis). 

(8) Czcum, 2 days. Excision of diverticula without drainage (N 

(9) Sigmoid, 2 to 3 weeks. Miculicz’ operation (first, second 


(No. 1). Improved 


Group “D’*—Chror Perforative Diverticulitis with 


(Fourteen Cases) 


(1) Sigmoid, 2 years. Laparotomy; incision and drainage of al 
Improved. 

(2) Descending. Excision of diverticulum with drainage (No 

(3) Sigmoid and descending, 10 days. Laparotomy; biopsy (No. 2 

(4) Sigmoid, 2 years. (a) Incision and drainage of abscess (Au 
Excision of fistulous tract with drainage of abscess site (June, 1928 
fecal fistula (June, 1928) (No. 20). Died (bronchopneumonia ) 

(5) Sigmoid, 3 days. Incision and drainage of abscess; Miculicz’ t 
site (No. 17). Improved 

(6) Sigmoid, 1 day. Resection of sigmoid with an end-to-end 
16). Improved. 

(7) Descending and sigmoid, 5 days. Excision of diverticulum (N 

(8) Ascending colon, 5 weeks. Miculicz’ operation (first, second a1 
(No. 14). Improved. 

(9) Descending, 2 weeks. Incision and drainage (No. 9). Impr 

(10) Sigmoid, 3 months. Miculicz’ operation (first, second and 
salpingo-odphorectomy (No. 8). Improved. 

(11) Sigmoid, 6 months. Partial resection with drainage (No. 7 

(12) Sigmoid, 3 months. Incision and drainage, Miculicz’ tampor 
Improved. 

(13) Sigmoid, 2 to 3 months. Miculicz’ operation (first, second 
(No. 5). Improved 

(14) Sigmoid, 2 weeks. Miculicz’ operation (first, second and thi 
36). Improved. 





Group “E”—Dwerticulitis with Stenosis 
(Two Cases) 
(1) Sigmoid, 2% years. Resection of sigmoid with drainage (N: 


(2) Descending and sigmoid, 3 weeks. Conservative, dietary ( 





Case REcorps 


Case I.—A. M., male, fifty-one years of age, was admitted to tl 
first time February 21, 1930, with the complaint of dull dragging paii 
quadrant, in the region of the sigmoid, of some two to three weeks’ durat 
had remained localized to that area and did not radiate, but was accom; 


nausea. He had not vomited, nor did he relate the pain in any way to tl 


* There is no sharp differential diagnosis existent between Groups ( 
D forms the largest group, and within it are those cases of “pericoliti 
cases where no single perforation was demonstrable. 
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His post-operative c 


as entirely uneventful and he 


ninth post-operative day 


ind healed by primary union, 


excellent Discharged 


The pathologic 
cecum with evidence 
(Path. No. 37,118.) 


He was seen at 


1928, three montl 


from the hospital, and his 


as reported as being satisfacto 


he was said to have an ocx 


He was grouped 
peridiverticulitis. 

Case III.—G 
August 9, 1930, w 


th 


abdomen, localized to 


| Wo days be lore 


he was suddenly stricken 


pain continued, always re 


No history of consti 


attacks. He was a 


well developed man, appearing 


pain, tenderness and rik 


present. Rectal examuinat 


There was generalized 


on.admission, 101; pulss 


hemoglobin, 90 per « 


\ pre-operative 


performed. At operatio1 


free fluid and evidence 


found not to be acutely 


ileocecal valve there 


sealed around by a small 


by a Z-stitch, and a 
out drainage. 

His post-operative 
morning of his first 


respiration, 20; and 


grave toxemia. In spit 


operation. Culture of 
B. proteus. 


Vecropsy finding 


acute generalized peritoni 


hemorrhagic inflamma 


Case placed in Group ( 


eralized peritonitis 
Case IV.—J. M 
October 18, 1930, with 
entire lower abdomen 
he had been more or 
rily. With the onset 
could still pass som 


previous attacks or 


pertorative diverticulitis 


or one month prior to 
Purgatives seemed to 


his bowels did not 


gastro 


hemorrhoidectomy performed 


across the lower abdomen but 


disclosed definite tenderness 


and the presence of a bilateral b 


was negative. 





Under 


rectun il 








complaining of pain in the left | iadrant of | ibdomet 
and constipation for the same length of time Cathartics did not 
dull ache. He was put to bed and given a colonic irrigation wit] 


barium enema taken at that ti evealed no evidence of obstr 


showed bud-like shadows indicati: a condition of diverticulosis 


later remnants of the barium were seen in these small out-pocketi 
the follow-up clinic on June 14 0, and was report is being pr 
logic diagnosis (Path. No. 27,988) reported specimen obtained a 
chr. mesenteritis; acute inflammatory reaction in the surrounding f 


[his case was grouped in Group D—chronic perforative divert 

Case VI N. L., femal ritt three years ot age was admitted 
24, 1918, with the complaint of a dull pain that remained local 
quadrant of abdomen, of three months’ duratio1 She has been « { 
for the same length of time and states that the taking of cathart 
fort. For the month preceding her admission, the pain was increasit 
was some slight tenderness in the left ver quadrant and the pt 
palpable mass in that area 

Laparotomy Performed.—In the left iliac fossa, there was 


by many loops of adherent small intestine. On separating som 


abscess was disclosed \ Mi tam] cit inserted 
cavity. Her post-operative course was entirel itisfactory tl 


longed. Culture of the pus obtained at time of operation was r¢ 
Gram-negative bacillus and a streptococcus She as dischat 
October 15, 1918 (fifty-third day after operatio1 

This case was placed in Group D—chronic perforative divert 
tion and abscess formatiot 

Case VII.—M. C., female, forty-eight years of age. w idmitted 


22, 1920, with history of intermittent attacks of pain in the left 


abdomen of six months’ duratio1 She stated that for the precedi 
had dull pain across her lower abdomen but more especially in the k 
Che attacks of pain are in 1 vise related to her menses, ingestio1 
movements, but are increasing in frequency and severit She wv 
acutely or chronically ill. | ti vas quite negative except 


below the umbilicus and to the it of the mid-line, where, in addit 
sensation of a palpable mass 
Laparotomy Performed \t eration there was found to be 


recto-sigmoid surrounded by a large abscess. The mass was too | 


\ partial resection was performed | drains placed to the abscess 


i 
Pathologic report (Path. N 23.748) was diverticulitis of tl 
foration. Grossly, along the cour t the gut, a number of diverticul 


{f these shows a perforation | into a cavity with ragged 
Microscopically, there is a catarr] inflammation of the mucosa 
musculature and an acute inflammation of the surrounding fat tissu 

Her post-operative cours« ineventful but prolonged. She 
fistula at the site of drainage and y discharged from the hospital 
with her wound draining. She wa n at the follow-up clinic De 
was reported as being fairl 


This case was placed in Group D—chronic perforative divert 


CASE VIII a, 2 temals thirt eight years of age, was adi 
pital March 15, 1917, with a histor f pain and a mass in the left 
the abdomen of three months’ duratio1 [Three months prior to her ent 
birth to a child and two weeks later was stricken with a pain in the 


which seemed to radiate around to the left side and bac! Pain is not 


ail 
sufficient severity to cause her to take to her bed. She has beet 
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these would sometimes last for two 


is not related to meals, menses or to bowel movements but is increased b 
on the right side. The pain has never been intense but has been mori 
sensation. There is also a history of flatulence In the right lower ai 


abdomen there are definite pain, tenderness and rigidity. On palpating M 
point, one gets the impression of a globular mass which is fairly movabl 

Laparotomy Performed \t operation there was a mass about the s 
involving the czecum and the transverse colon There seemed to be 
meso. Under the diagnosis carcinoma, a resection of the ascendii 
hepatic flexure was completed. During the dissection the gut was 
subsequently found te be a pocket from the perforation of the diverticul 
which were adherent to the hepatic flexure. Anastomosis was mad 
mosis of the lower ileum to the transverse colon at its mid-portiot Oy 
formed was a hemicolectom 

The post-operative course was complicated by a bronchopneumonia 








Fi I 

Fic. 6 Radiographs f1 ( XII ( liverti tis witl t | 
taken September 14, 1929, show trict it the tior f the desce 
color (onstriction 1s tul There r le te | t ‘ 
colon Vhis patient was treate with | me res I t N 
one year later, after the patient bse iti f tl te il, Septem! 
no radiographic evidence of lve 

"IG. 7 Radiograph from ( XX Acute ‘ t without perf 
Film No. 5,565, taken June 18 ) the m 1 lescending colon 
with many bud-like shadows « 1 1e! f the hows ' cating 
ticulitis The long delays f } he str test eries 1 
Patient was treated conse 5 equent 
and improvement 
patient died on the third day after operation. Pathologic report (Path. N 
that of diverticulitis of the cecum, perforating 

This case was placed in Group D—chronic diverticulitis, perforativ. 

Case XII.—L. C., female, sixty-four vears of age. was admitted to s 5 
ber 9, 1929, with the complaint of pain in the left lower quadrant of the abdome 
panied by constipation for the three weeks preceding her entrance. Het t 
essentially that of chronic constipation associated with lower abdominal p: 
of three weeks’ duration. She was somewhat obese and had pain and tendern 
left lower quadrant of the abdomen \t proctoscopic examination the proct 

| 
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The entire ascending | 
the wound First-stage \ 
Miculicz’ May 12, 10927 


post-operative day 

His post-operative cou 
Miculicz’ operation when he 
transfusions and allowed ou 
which time there was a slig 
He was seen in the follow 
wound was healed, firn 


nd eta 


again May 16, 1929, and s 
be very satisfactory 
This case was placed 
Case XV.—A. B., fem 
March 23, 1928, with the c 
duration. Five days prior t 
ache in the left lower quad: 


of a mass about the size 


became more severe and 
to feel nauseated She has 


tive except for an appendect 


nourished and did not appear 


ncreast 


quadrant, with some 
Laparotomy Perfor 


the upper sigmoid colon whicl 


1 


a little pocket into which sever 


easily dislodged and no dam: 


ploica, which was a flat tri 


Post-operative course was qui 


day after operation in good 
Pathologic report (N« 
sub-acute inflammatory react 


She was seen later at the 


excellent and with no complai 


Case placed in Group D 
XVI—T. M., 1 


December 26, 10925, with t 


CAs! 
twenty-four hours’ duratio1 
a sudden sharp pain about tl 


always been constipated, but 


history is quite negative H 


across the lower abdomet 
Perfor 


was inflamed and bound d 


Laparotom 
eight inches of the sigmoid 
performed Appendector 


His post-operative cours« 


the fifth post-operative da ri 


with only a small granulati: 
1926, where the notation w 
dition seemed satisfactory a1 


He reported again December 


lent and that he had returned 


. \ 
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transverse ¢ | were 
peration was done Ma 
tage Miculi vas completed 
stor! itter the complet 
ed a pulmonary complicat 
hospital on the ety-first « 
t of drainage trom the lower 
ebruary 2, 1928, when it 
ind tnat 1¢ | iui gal ed 
Vas W rku 1 d his ( 
|) chronic per rative divert 
ree years oO! age Was adl 
{ pain in the left lower q 
trance to the hospital she was 
abdomen and shortly thereaft 
re in that regi [wo days 
before admissi Was intens¢ 
d nor has she bee constipater 
1 hysterecton ertormed in 1 
ly ill, but had de te tend 
e sSpasn 
it there w a ore 1 
idherent to the abdominal 
ss ot small intestine wer 
e circulation see The ¢ 
structure about 1 bv 1 
entful and she was a Wet 
nditior 
cle S( ribed the 1 S( iT Se ¢ 
tissu 
ip clinic at er condit 
pertorated diverticulitis wit 
é ears e€, was a 
t of cfral ( Al ab 
‘ ‘ preced ( Was ‘ 
us and felt 1useated, but « 
had an atta tf pain like t 
acutely ill ( id defi 
e mass w delivered wit 
asS Was ¢ ct \1 r = 
licated by the development 
ill ved | Te the fhitt tnit 
ent He re t to the f 
t he had g d weight, ft 
( Vas nly as ht set 1S 
vhen his condition was re 
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August 14, 1925, with the complaint of pain in the mid-hypogastriun 
tion. The pain at the onset was sharp and stabbing in character but 
ized and did not radiate Shortly after the onset, he vomited twic¢ H 
been quite regular. He has had four similar attacks in the past two year 
acutely ill and had definite tenderness and rigidity in the mid-line bel 
Laparotomy Performed.—On opening the abdomen some thin put 
found \ diverticulum of the sigmoid flexure was found markedl 
some fibrin on its peritoneal surfac Che diverticulum was excised 
suture placed across the bass here was an area on the lower bordet 
ileum near the mesentet which presented some fibrin, due most pr 
with the perforated diverticulun Cigarette drain placed to the site 
His post-operative courss s uneventful except for a slight abe« 
which was evacuated on the fifth day after operation. He was a 
sixteenth post-operative da August 31, 1925) with his wound 
He was re-admitted to the hospital in November, 1920, with tl 
lowing his discharge in 1925, he had remained perfectly well for tw 
time, 1927, he began to have vague epigastric distress asso 1ated wit 
been constipated and has hemorrhoids which bleed His physical « 
normal except for some slight 1 in the mid-epigastrium 
An exploratory laparoton vas performed and many dense ad 
cecum and ileum and the ileum and sigmoid were found hese wet 
the length of the ileun 
His post-operative course was entirely satisfactory: he was 
ber 27, 1929, his twelfth post-operative day, with his wound heal 
He was seen agai ebruar 1930, when his condition 
satisfact ry 
Group C—acute pertorated diverticulitis 
Cas—E XX.—M. L., female, fifty-eight vears of age. was admitted to 
23, 1928, with a draining coloston wound in the left lower quadrant 
with the history that for maz ears she had had attacks of lit 
watery and sometimes blood-streaked stools At the age of tl 
exploratory laparotomy performed and that “nothing was found 
(August, 1927) she had another attack and was admitted to St ' 
Brooklyn, N. ¥ Communicat! trom that institution states tl 
admission there she gave a histor t generalized abdominal pai tt 
and chills of eight days’ duratio1 iparotomy was performed and 
ticulitis of the sigmoid colon mad \t operation, the diverti 
encased in a fibrous mass, with the sigmoid pulled over and th 
the mass. A colostomy was performed. She was discharged impt 
has continued to drain and just prior to her admission to New York H 
has increased. She was a rather obese white female. not appearing acutel 
nation was quite negative except r draining sinus in left lowe 
proctoscopic examination at a level of seven inches from the anal 


appeared angulated, narrowed and the mucosa congested 

A barium enema did not fill the colon freely The lower porti 
colon and the upper portion of the sigmoid were narrowed and spast 
were seen in this region 


Laparotomy Performed.—Operation was excision of fistulous tract 


abscess and partial closure of the fistulous tract There were two ab 
ot which was in the pelvis and the other surrounding the sigmoid 


histulous tract ran down to the fat around the sieny id colon 


Six weeks later follo 


completely excised; a cyst of the ovary removed and th 
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Post-operative course v rapid decline and she « 
later. Post-mortem examin: \utopsy No. 6,982) discl 
sigmoid diverticulitis with generalized peritonitis. 


This case was placed 
Case XXIII.—C. T., { 


January 29, 1930 Chi 


Group ( acute pertorati 


admissions having been in M 


dicitis. Followi 


operat d up 


ng her pel ‘ convalescence was quite 
complains of pain in the left lower quadrant, of twelve months 
or less constant and at times is quite sharp. For the month in 
admission, it had increased in frequet ind intensit 
Radiographs of the col ‘t that the enema fills a rat 
and descending colon and the remainder of the colon normally 
in the descending and in the left transverse col ire some bud 
diverticula After ev icuation | vel is ell mptied and tl 
clearly seen. She left the | 1 February 5, 1930 
This case was placed { B—chron 1 ] 


sroup onic diverticulitis 
complicatior 


Case XXI\ P. M 


ma rit ur years of age, was adi 
March 30, 193 h tl mplai i 


39, 930, With the co i t pa across the lower abdon 
duration; pain most intense in the left lower quadrant of the ab« 
two similar attacks, one 1k Car ag and the other about five 1 
that following the ingestion of a | y meal which he ate hurrie 
cramps in the lower abd He tried to move his bowels with | 
the morning of admiss 7 returned, and following the tal 
ind a colonic irrigation, he vomited onc The pain increased 
decided to come to the hospital f eli He has lost 1 wel t 
in his stools and has had ¢ ! ry symptoms Chere is sl 
abdomen and 1 Sligent in int enderness ll the lett le wer @g 
rigidity and no mass 1s palpabl 
After a barium ene t ted that the upper sign a 
e colon were de tel iw-t ed i appearance, indicating i 
Some of the diverticula in tl £ d retain their barium he 
his temperature dropped and the pain disappeared. He was se 
tollow up clini and rep ted as fe ing well He Was seen aga 
at which time he was stated t | five attacks of i similar 
ibove The tak ium sulphate seemed to reli 
definite soreness persisted t he lower abdomen after the 
passed awa' Nausea sometime | ies these ittac] but 
Mi He ] iS nti ied vor] 
Pie con place Group A—acute divert “48 
mmplicatior 
Case XX\ \\ t ears we, was adi 
lune 12, 1930, with a two-montl tor f pa n the regior 
the left lower quadrant of the abdom« The pa ccurred in att 
panied by some elevati ti ture Prior to this two-1 
had any attacks. The abdor \ tly distended and there wer 
f tenderness and rigidity the | ver quadrant 
After barium enema it ted that the sigmoid and d 
very spastic and there wer imerous bud-like shadows extendit 
the bowel, indicating an extensive li rticulitis (rig. 7 
Course in the hospital wa iit tistactory for the pat t 
ibdomen gradually subsi emperature ret | 


harged improved 
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Laparotomy Performed—The upper part of the sigmoid for about 
markedly thickened and hard and the mesocolon infiltrated with har 
entire large bowel as far back as the cecum was markedly thicke: 
Resection of the sigmoid with subsequent anastomosis of the distal px 
to the cecum. Drain inserted to the site Convalescence entirely sat 

Pathologic report (Path. No. 10,727) was diverticulitis of the sigr 
stricture of the colon. Grossly, the specimen consists of a portion of t 
about fifteen centimetres opened longitudinally \ little above the middl 
is a constriction; and at this point the bowel measures four centimetré 


ference, the normal circumference being about ten centimetres In the 


constricted part is a narrow opening that leads into a narrow diverti 


scopic examination of the diverticulum wall shows it to be lined with gra 


that is infiltrated with numerous plasma round cells, eosinophiles and 





Fic. 8 I ) 

Fic. 8 Radiograph of Case XXXII Chronic diverticulit without pe 
Film No. 80,203 shows a large numbet t diverticul filled with barium in the 
ng and sigmoid colon 

Fic. 9.—Radiograph from Case XXX\ Chronic diverticulitis without perf 
tion rreatment was conservative Barium enema re rted No. 96,957) that 
pletely but from the junctior t rect igt d upward t the lower descer 
narrowing and irregularity of tl egiot The bowel is quite saw-toothed 
diverticulitis 
many polymorphonuclear leucocyte lhe section of the sub-mucous t 


' 


the point of constriction shows similar inflammatory changes 


CasE XXXI.—H. K., male, fifty-two years of age, was admitted + 


This case was placed in Group E—diverticulitis with stenosis 


July 17, 1917, with a vague gastro-intestinal history. Full details were not 


Laparotomy Performed \t operation there was a mass the size 
in the wall of the descending color [wo loops of small intestine were 
adherent to the mass and were freed. The mass was excised and the det 


Cigarette drain placed to the sit 
Pathologic report ({ Path Ni 21,470) stated dive rticulitis ot the descet 
Microscopic sections show a portion of the mucosa with evidences of a catart 


mation; round-cell infiltration of the sub-mucosa, muscularis and the adjacent 


This case was placed in Group D—chronic perforated diverticulitis wit 
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narrowing and irregularit 
of an early diverticulitis 
This case was placed 
complication. 
CasE XXXVI.—E. W 
pital May 25, 1927, for tl 


a palpable tumor in the k 


two-weeks interval precedi 


the lower abdomen associa 


had not been constipa ed 
the suprapubic regi 


uterus, a periorating tun 
the sigmoid flexure an 
partial constriction of the 
lymph-node involvements 

tion were performed. Fiv 


operation was dk rk 


Her post-operative 
, ‘ 1 
the evacuation Of a col 
fusion of 500 cubic centimet 
1] 
instituted she was a 
return at a later date 
Re-admitted to th 
a closure of the drainu 


she Was ill wed he ne 
follow-up clinic October 1 
tt closed but the dischar 
normal bowel movements 
health Had gained 


Pathologic report 


Grossly, the specimet 
trated witl emort 
~ nic ¢€ il t1 rey 
+} —WrT j ri 
{ Su i ‘ 4 
This case was 
rmatio1 


Beer, | Some Pathol 
the Intestines. Amer 
Monsarrat, ] The Sur 
pp. 41-46, July 14, 1928 
Lockhardt, Mummet 


vol. 1. pp. 588—50 M 
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time 
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with the complaint of pau 
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Area quite saw-toothe 


chronic diverticulitis w 


just above the pubis SI 


trance to 


; 


Ti¢ 


had the 


the hospital she has 


burning pain at the sit 


1 
urence Ol 


o the 


lumen 


rit 


] 


t 


sensation of incomplet 


1 occasion \ mobi 


d, in addition t 
his mass occupied 
parietal peritoneun 


There were no pe 


hysterectomy and a first 


later (May 31, 


mn \ posterior coly 
' ' 1 
‘ t materiai the cu de 
( bl od Was 21VCI Anti 
the tortyv-third post-ope 
‘ tect 1 { J 
1 cs il ‘ lid 
ee months later August 2 
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BACTERIOPHAGE IN SURGERY OF THE COLON AND RECTUY 
By Emmet Rixrorp, M.D. 


oF San Francisco, Cal 


ACKNOWLEDGING a certain susceptibility to the contagiou 
of d’Herelle for the clinical application of bacteriophagy, and | ee! 
inoculated in listening to d’Herelle’s Lane Medical Lectures in 19 
looked to the bacteriophage with some degree of hope as a 
in some of the terrible problems of infection that every now and the 
the surgeon. 
We are fortunate in having in Stanford University a so 
ophage Research Laboratory, of which Professor E. W. Schult 


1 


Part of the research work of the laboratory is in the applicati 
ophagy in the field of clinical medicine, and the laboratory offers 
in determining the susceptibility to lysis of bacterial cultur 
physicians. 

The various kinds of bacteria in the culture are plated 
bacterium is inoculated with a drop of bouillon suspension of 
phages known to cause lysis of bacteria of the same sort and 
the particular ones which cause most active lysis of the cultur: 
sion of this particular phage or group of phages is furnishe 
For this service a nominal charge is made to assist in 
laboratory. 

One reads in the literature such enthusiastic reports of cl 
to treatment by bacteriophage in so wide a variety of infecti 
belongs to the more confiding portions of the medical prof 
tempted to look to bacteriophage almost as a panacea fot 
and yet when one talks with his friends he hears such discout 
and learns that one after another has given it up after cor 
that he wonders just where the virtue and truth lie. Is it blind ent! 
the one hand or faulty technic on the other? Before essaying 
and although the burden of proof is on the advocate of any new 
measure, the critic can have no standing in court until he cat 
errors of technic have been eliminated. 

We are told that in certain diseases, e.g., cholera, bactert 
is almost specific. At least, d’Herelle would claim almost 
others (witness reports from Egypt from British sources 
a very much smaller percentage. However, a strong case 1s 
the value of bacteriophage therapy. Yet, in other affections, th 
trary obtains. 

Under these circumstances, items of individual experience, 
how modest, may become useful contributions. 
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waters of the canal who remarked that “the canals of Holland w 
altogether to disprove the germ theory of disease,” there is mucl 
that a rational administration of bacteriophage may be useful—~ 
tive—in controlling infection with the bacteria of the colon. 

But the problem of bacteriophage therapy is not as simple as 
suppose. It is not enough to take any phage and administer it t 
man by mouth or hypodermically or locally. To be effective the pl 
fit, it must be “‘matched,” 1.¢e., be shown to cause lysis in the parti 
ture and strain of bacteria in point. One great defect, therefor 


1 
; 


practical application of bacteriophagy to clinical problems, is the 
quired to seek out by trial in the laboratory an active phage for the 
case, for in many such as they occur clinically delay is disastrous. 

Then d’Herelle and others have demonstrated that not only do 
phages exhibit different degrees of activity, but the individual p! 
lose its potency, or on the other hand it may have its potency 
will by replanting in suitable bacterial cultures. 

Again, since most bacteriophages known have been isolated 
intestinal contents or from sewage, it may be taken for granted 
individual phage has been living in the intestinal contents in symbi 
the bacteria—developing, then, a sort of mutual relation with 
adjusted to the resistance of the particular strain of bacteria as 
sort of balance so that the bacteria are kept in check but not 
Moreover, the bacteria by long association with bacteriophage 
low virulence have acquired new resistance to the activity of the phag: 
are individual cultures of common bacteria, even strains of otherw1 
tible cultures which are strongly resistant to bacteriophage 

All this is true to an almost unbelievable extent in relatior 
Bacillus—if one can speak of “the” colon Bacillus—a matter whi 
supreme importance when attempting to control colon Bacillus infect 
surgical operations either in prophylaxis or after wound infect 
occurred. 

Much of the practical difficulty in therapeutic use of bacteriop! 
particularly in colon infections is the fact that time is often of supret 
portance : witness the perforated appendix, perforation, operative 
in diverticulitis—where the delay of three or four days necessat 
cure a matched phage may be fatal—a circumstance which not only s 
limits the clinical value of bacteriophage therapy, but would seem 
it to the field of chronic colon Bacillus infections. But here it wou 
to be of distinct value, e.g., in chronic, even ulcerative colitis. 

In acute infections, then, if treatment by bacteriophage is to be attet 
we are obliged to resort to blind application of mixtures of phages 
have shown themselves active in causing lysis in a variety of strains 
colon Bacillus in the hope that one of them may “fit.” 

While, therefore, there is the possibility that a suitable phage 1 
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When one receives from the laboratory a suspension of ba 
what is it that is delivered? Actually it is a quantity of bouill 
bacteria have been grown and bacteriophage added, which pl 
posed to have, and ordinarily has destroyed all the bacteria 
against possible failure of complete lysis of the bacteria in th 
+] 


to prevent the application to the wound or hypodermically of 


isms, the broth is passed through a Chamberlain filter w 


1 
+ 


catches bacteria but passes the smaller bacteriophage. It is cones 
there is here a danger from the occasional inefficiency of the | 
filter. This danger is known to be small, but it may be real 


| 
} 


Phage suspensions, th 


ref re, before use should be limy id « 
fore delivery a portion of the batch should be centrifuged a1 
even cultured, for the presence of bacteria 

The vehicle, broth, originally contains a certain amount of 
unless this proteid is entirely destroyed (it usually is), it may 
proteid shock or anaphylactic phenomena which, in a patient we 
sepsis, may be serious Therefore, only small amounts may 
subcutaneously, 2 to 3 centimetres, and the intravenous use, justi! 
desperate conditions, but there most dangerous for the reasons st 
best be avoided until the problem has been more completely work¢ 

In a case recently reported by a colleague, that of a child suff 
serious staphylococcal osteomyelitis, after repeated intravenou 
of phage suspension the child recovered and the osteomyelitis spe 
but the injections were followed by shock and rise of temperature 
so one wonders as to the safety of the procedure. 

Because of the variation in activity of bacteriophage in rel 
variety and strain of bacteria, results may be expected only fro 
active strains of bacteriophage, and experience bears this out 
experience shows that bacteriophage, notwithstanding its extrem: 
ing capacity, is more reliable when administered in considerabl 
locally than when given subcutaneously 

And again the effect is often only temporary. Perhay 
emphasis has been placed on the value of repetition of the admit 
at not too long intervals until recovery. 

The following cases, too few to warrant conclusions. are ni 


suggestive : 


CASE | A. N.. aged SIXTes / iTé hertorating append 
pelvic abscess. Six days after operation drainage of foul pus. Leu 
25,000, 90 per cent. polymorphonuclears. One cubic centimetre suspensio1 
teriophage known to be active against colon Bacilli injected into th 


centimetres, into the peritoneal cavity between adherent coils of intestin 


later pelvic abscess was opened in left groin evacuating 500 cubic centimet 
foul pus, mixed culture of B and non-hemolytic streptococci. D1 
and continuing. Four cubic centimetres of matched bacteriophage (ant 


phage) injected into wound. In forty-eight hours drainage markedly les 
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dermically in arm, 4 cubic centimetres instilled into wound. <A _ few 
temperature which had averaged between 99%° and 100%° tor a week, 1 
on two successive evenings, and thereafter slowly subsided 

July 17 bacteriophage 5 cubic centimetres instilled into wound. This w 


by a similar rise of temperature for three nights, after which the fever 


remained normal. The phage used was stock-pooled coli phages Nos. 1 
Stanford Laboratory which on first two passages gave but incomplete 1) 
third passage the lysis was complete It was this filtrate that was 
discharge rapidly ceased, patient was out of bed five days later. August 
pital. The recovery was so prompt after the injection of the phage tl 


more than evident that the phage deserved much credit 


Case VI V. T., age seventy-one In immense abscess fillin 


abdomen. X-ray examination impossible because barium could not be induc: 
beyond the rectum. Temperature normal, leucocytes 9,000, November 13, 193 
tion evacuating more than a litre of four mucopurulent material, probabl 
slow perforation of a diverticulum although carcinoma could not be excluded 
gave only a few Gram-negative bacilli. Culture showed B. Coli. Lysis was 
with polyvalent anti-coli bacteriophage mixture No. 18 of the Stanford | 


November 18 and 19 2 cubic centimetres of this phage suspension were inj¢ 


dermically, several cubic centimetres instilled into the wound. Slight rise of te: 


100% for two days. There was a very marked and almost immediate cl 
character of the discharg: In particular the foul odor almost complet 
stroyed. Four days later, however, there was again a rise of temperatur« 
rate. Otherwise than the change in the discharge there was no assignable 
the phage. Liver or subphrenic abscess developed, patient became deep! 
spite of further opening and drainage. Patient gradually went down and di 


18, 1931. The phage was used once or twice subsequently towards the e1 
ness. In this case it would seem that the phage was not given a fair trial 


have been used many times instead of twice early in the illness. 


Case VII.—G. T., aged fifty-seven. Immensely fat. An acute diverticu 
in the mesentery. December 27, 1928, operation by another surgeon showe 
size of a hen’s egg in the mesentery of the sigmoid. Next day the abscess wa 
and the intestine opened also, as in colostomy. Three months later an attempt 
to close the colostomy. The wound broke down 


March 23 stock phage, not matched, instilled into wound. No _ noticeabl 
March 28 pus containing a variety of bacteria B. coli were isolated. B 
were tested but gave only partial lysis. Complete lysis was given by a phas 
isolated from sewage. Matched phage 2 cubic centimetres intradeltoid. Som«e 
into the wound. No noticeable effect. The colostomy remained open and 
a half years later a second attempt was made to close it. It might have bee: 
have made culture from the patient’s intestinal contents isolating the prin 
teria and to have tried to have found phages which would be active against then 
ever, having on hand a quantity of anti-B. coli phage from the previous case (Mrs 
several cubic centimetres of this were poured into the would before closur¢ 
minating infection followed \ gangrenous streak the width « 


formed and led from the wound around the flank as f 


f one’s | 


ar as the mid line Cultur 
a variety of organisms, B. coli and non-hzemolitic streptococci predominati1 
latter failed to grow on sub-cultures, no Gram-negative bacilli were found s 


anaerobes, nor was there growth in anaérobic culture. Cultures of the B 


jected to the polyvalent anti-coli mixtures. There was no lysis of any 
bacteria being completely resistant to the phage. There seemed no use, ther: 
administering the phage at this time. In spite of wide incision, the gangrenou 


extended and patient succumbed sixteen days after the operation. 


1 


This case brought up the interesting question as to whether the colon | 
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DIVERTICULITIS AND SIGMOIDITIS 
By Cart Eaacers, M.D. 
or New York, N. ¥ 


THESE two conditions are secondary to the presence of di) 


wall of the sigmoid, so-called diverticulosis \ distinction 


in some patients no gross diverticuli are visible, either by X-ra 


verti 


operating table, and one finds only a thick-walled, red, cedematou 


Nevertheless the same etiologic factor is present in both. 


Diverticulosis of the sigmoid and colon is usually looked uy 


} 


innocuous condition to which little attention has to be paid It 


to be interesting rather than important. The etiology of the « 


aroused a great deal of curiosity and various explanations have bee: 


for their origin. That they are acquired false diverticuli seems 


lished. They increase in frequency as age advances, most 


observed between fifty and seventy It seems to be some chat 


; 
Ol 


" 


of the gut, perhaps due to stretching of a weakened muscular 


allows these small bud-like projections to prolapse. As long 


regularly they produce no symptoms at all, or at most a slight 


fulness and discomfort with gas distension Stagnation, | 


} 


easily occur in these little pockets and it is this which makes 


on Rontgen-ray films. (Fig. ! [In case this stagnated materi 


putrefactive and causes irritation, a group of symptoms is 
require medical or surgical attention. It is this class of patiet 
this paper is concerned 

Although diverticuli may be present along the entire courss 


usually only those in the sigmoid produce symptoms. This is 


} 


to the narrow lumen and the frequency of stagnation at this po 


proportion of cases, with acquired diverticuli of the colon and sig1 


1 


logic changes occuf which produce symptoms, is difficult to say, la 
we have no accurate statistics as to the frequency of diverticulosis 
Haine 


that during the year 1925 one case of acute diverticulitis wit! 


hospitals it has been observed much more often than in others 


was observed in the Cincinnati General Hospital, and that duri 


1915-1925 two cases with diverticulosis were found at autopsy 


states that the hospital admits 10,000 cases annually, of whi 


per cent. are surgical, this records only three cases in 20,000 patient 


ton- on the other hand reports forty-four cases of proved 


diverticulosis and diverticulitis in 56,000 cases admitted to th 


( 


, 


5 


t 


Brigham Hospital, Boston, over a period of fourteen years. Thi 

case in about 1,300 patients. William J. Mayo* states that re 

clinic show a total of 2,139 cases of diverticulosis. Among 
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ri 





examinations Of th Nn tor general diagnostic purposes, 1,819 cases s 
diverticull, Ot ~ 7 ‘ ent ( )}T the 2,139 reco! l¢ | cases y a ; 
. rw Pe pe _ , : oe ’ 
active divé l resent n 69o0O a he time 1 le patie - 
amined. Woctor \M ot the opinion that in about 12 per ec 
1 beswes aad ie ri 1 1] 1 ] 
cases wl Ve C1LiL¢ qi1Ve@l CU; 1s WI ie ve Op. \s T 
hi ; bs _ f 1 1 
some light « lency diverticulitis as compared with « 
aan H « +4 | oT rt a +1 
the sigmoid ma ed that during the same period in which 6of 
of diverticulitis wet bserved at the clinic, ther ere 2,354 cast ' 
carcinoma ot the s1 
ELLA H. ’ ' 
BEFORE DEFECATION 
Ss I subsided s 
i Tt s Tt | Tt vear 
Depending on tl egree otf involvement of the affected portion 
i Gs tae = 
moid, the symptom: ty vary trom irritation to the most severe degrees of 


9 
inflammation or obstruction. Th symptoms are not due to the mere presence 
of diverticuli. but mplications ; th them. Impaction alone 
will give rise to | tul spasm, retention of gas, perhaps constipation or 
diarrhoea Continue impaction will lead to ulceration and infectioy and 
may result in perisigmoid \lthough the infection will usually empty 
through the lume t the diverticulum into the gut. it may perforat exter 
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nally and lead to abscess tormation or peritonitis. It may 

the layers of the wall of the sigmoid until a large segment beco 
forming a palpable tumor. Frequently, adhesions are forms 
1 +] 


qd thes 


dominal wall, the bladder, or loops of small intestines, a1 
to perforation into one or the other viscus with resulting inter 
times the blood-vessels of the wall may become thrombose 
necrosis with perforation, or a pylephlebitis may extend to the 
cellulitis of the wall of the sigmoid itself may lead to obstructi 
or adhesions of surrounding loops of gut may produce angul 
struction. There is no limit to the serious surgical complicatio1 
result from acute sigmoiditis or diverticulitis 

It is possible to divide the cases clinically according to 


7 - . . . 
changes and the course they are following into: 


1. Simple diverticulitis and peridiverticulitis which sul 
operation. 

2. Diverticulitis with complications resulting from pert 
abscess, gangrene, peritonitis and fistule. 

3. Diverticulitis resulting in intestinal obstruction. 

4. Diverticulitis associated with carcinoma. 

The patients belonging to group one are in a way th 
from a diagnostic standpoint. The symptoms may be mild or 
so severe as to be alarming Some of these patients complait 
over the left lower abdomen, sometimes abdominal cramps, 


feeling of spasm, with associated constipation, perhaps 


diarrhoea. They are not acutely ill. On examination one 
tenderness along the sigmoid, but nothing else. In other 
may be sharp in character and shoot through the lower le 
one may find considerable tenderness over that regiot €1 
group of cases in which the symptoms are more distinctly of 
nature. The pain may be very severe; the patients sometim« 
feel as if they are going to die. A condition of shock m 
There is definite tenderness and rigidity over the left lower a 
frequently in the suprapubic region. ‘There is a rise of temper 
to 100° or 101°, and blood examination shows leucocytosis. | 
ing, and urinary symptoms may be present. Very often ther 
tumor which may extend upward as far as the umbilicus 
taken for an ovarian cyst or tubo-ovarian disease. If th 


f weight. Bleeding 


persisted for some time, there may be loss « 
is uncommon. If present, it may suggest carcinoma. Experiet 
that carcinoma is not often associated with diverticulitis, but 

has to be borne in mind. A history of recurrent attacks rathet 

progressive one, as usually found in carcinoma, will help one 

correct diagnosis. 
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In the more severe complicated cases the clinical picture may be vei 
d fusing. In the acut urgical emergencies, which not infrequently pri 


themselves in the torm ot a perforation or obstruction, the diagnosis 











suspected but mav not be made until 

n less acute cases, 

| signs, and the X-1 point the wav 

X-ray examuinati re ot the er 
or a barium clysm Sometimes on 
pictures. Frequently the best outlin 
tion of a barium clysma Fig. 2 


CHAS.R. [2 ~168-26 JOHN D. i-i6- 30 
AFTER DEFEC ATION 


ses ‘ ‘ | | ’ : : ’ 

difficult to interpre luring the acute stage of the disease it is frequent 

not the presence of well-filled diverticuli which attracts attention, but rathe1 

a narrowing of the lumen with spasm and irregular filling defect. Carcinot 
cular filling are 


may be suspected d may be difhcult to rule out The presence 


diverticulum close to the lesion or of diverticuli in other portions of the 
mav indicate the 1 s lesio Fig. 2 
Lepol ( 18 IS Papel c ased O1 twenty four personally OUSeCTYVE 
Cases 1n a Oot whi thi symptoms were sufficiently severe to require sul 
— 4 rh. “ 1 1 | 1 1 
vical COnNSUIltatio1 , e Nave een under Observation Tor many years, while 
others are Of mot! recent date Several patients have had only one icute 


attack whicl , wna ] l tra- ] 
attack which subsi Inder medical treatment, while others have heet ~Ee} 


_ 


several times with recurrent attacks \fter a long period of obser 
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several of these patients finally had to be operated on, while 
admitted as surgical emergencies and had to be operated on at 
All patients were over forty years of age, only five bei 
and fifty, seven between fifty and sixty, nine between sixty ai 
three over seventy. 
There were thirteen men and eleven women in this grou 


It may be of interest to note that the majority belong: 


1 


well-to-do class, twenty being private and only four ward pat 


was, however, nothing in their method of living which could 


sponsible for the development ot symptoms \diposity do 
be a factor. 


Symptoms and Physical Signs.—In order of frequency 


symptoms and physical signs were noted: 


1. Pain 2 


} patients 8. Vomiting 
2. Fever .. 18 patients 9. Obstruction 
3. Constipation 14 patients 10. Perforation 
4. Palpable Tumor 11 patients 11. Urinary Sympt 
5. Cramps II patients 12. Loss of Weight 
6. Leucocytosis 10 patients 13. Diarrhoea 
Gas . 10 patients 14. Bleeding 


1. Pain was complained of by all, and was usually the out 
tom for which surgical aid was sought. It varied a great cd 
pain situated in the left lower quadrant to cramp-like pai 

incomplete or complete obstruction. It naturally varied wit! 
pathological changes. In ordinary uncomplicated sigmoiditis 

with thickening of the wall 
pain may not be bad, but it may be extremely severe, cram] 


and associated with symptoms of shock. Patients sometimes 


are going to die. The clinical picture is an interesting and 
and after having been seen several times will aid one in the d 

of sigmoiditis rather than tumor The pain 1S apparently duc 
spasm of a segment of gut. If perisigmoiditis develops o1 


takes place with resulting abscess or peritonitis, pain and sore 


involved peritoneum may become more evident 


2. Temperatures over 99° were considered fever. Six 
tween 99° and 100°, while twelve had over 100°. In the 
cases the fever usually varied between 100° and 101°, whil 
complications it reached 103°—104°, or even 105°. The highe: 


usually found in patients with perisigmoiditis, or peritonit 


of the gut, and perhaps a palpabl 


( 


mation, but it is interesting to note that in two patients with ver 


continuing for weeks no peritonitis was present. There was 


infiltration of the wall of the gut which in one of them had ext 


bladder wall, the mesentery and the abdominal wall. All cultur 


tumor bed, from the involved lymph-nodes and from inflam 
epiploica were negative, and no organisms were seen in the 
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probabl} has t assume the presence OI! a | legmon in the wall of the Sut 





. ite ‘ " rot c mtn +} irr eT \\ ahle + ' 
which eventually ‘ ( O Uti mel Ve were abi - 
| +* 7 } " ‘ > ‘ ‘ -" ] 
presence 01 such it ural abscesses 1n Two Of our Cases 1n whi 
tion was 
a ( onsti] l 1IWO COl nt ( Neo! le ari t 
cance in this conditio1 not always apparent \t times it seems 
stipation and ( . edi Straining at stor may pe one OT the cause 
diverticulosis. Certait constipation and the attendant impactior 
S t t S ! sigm( P 
i ( r it 
material in diverticula may precipitate an attack During an acute attack 
constipatiol mav be mea prominent symptom and may suggest obstruct 
It was noted in fourteen of the twenty-four patients 


pred 


4. In several patient a thickened tende1 sigmoid could be felt, and 
nine of the twenty-four cases there was a definite palpable tumor. In several 
patients this tumor w uite large and in two it extended upward as far as 
the umbilicus \ nosis of ovarian cyst or tubo-ovarian disease is made 
not infrequently lt 1s the associated intestinal symptoms and an X-ray 
examination after barium clysma which clears up the diagnosis. Of great 
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interest is the rapidity with which a large, tender, mass may 
rest treatment, external applications and careful rectal irrigation 
In case perforation takes place with abscess formation, drair 
established. 

5. Cramps may be very severe, and are often aggravated by t 
tive. They are due to spasm of the affected portion of Put, OF 
contractions resulting from an obstructive lesion. Those duc 


to be the most painful 





ticul. Complete obstruction had resulted. Resection wa 
6. Leucocytosis is frequently found, especially in patients 

may be unusually high, with a high polymorphonuclear count. TI 

counts have not been an indication of the presence of pus, but | 

found in patients in whom prompt subsidence of symptoms occurr 

a few days without abscess formation. The highest count report 
48,800 with go per cent. polymorphonuclears, which was verified by having 
it repeated. This patient was operated on while she had a tempe1 

103°. No pus was found but there was an extensive cellulitis ot 
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: of the sigmoid, wit volvement the mesentery, urinary bla 
abdominal wal \ tures were negative she eventually recove 
out any evidence ol Ing had l LDOSCeS ‘Jne 1 \ Ssurne he 
of an intra-mural abscess which evacuated into th lumen of the gut 
- Associated wit nstipation there is frequently retention 
y 
discomfort, distet nd gurg Sometimes it is felt to stic 
left side In seve ur patients this sympton became an Import 
Inability t SS § tas much signifi tl | 





other forms 


Pid tients with acute pertol 
into the free abdomi! cavity, tl 


normous distension wit] 
tion as if he wer 


8. Vomiting occt 
as In several of those inf 


all the patients with complete obstruction as well 


immatory Cases presenting a palpable tumor 
proper evaluation « om 1s important, whether it indicate obstru 
tion or be ref that depends in some measure whether 
an Operation 1s to | d or the patient treated conservatively 
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g. Obstruction may occur and may be incomplete or complet 
be due to the mass itself which, by thickening of the wall 
associated with the inflammation, brings about an incomplet 
obstruction, or it may be due to angulation of loops of small 
become adherent to the inflamed sigmoid. 

In five of our cases, obstructive symptoms were partly du 
angulating loops of small gut. They could be separated and tl 
the obstruction relieved. In one of them a portion of small 
resected. In another there were two separate obstructions 
from the sigmoid mass, the other from angulated small int 
diagnosis of the two conditions could be made before oper 
patients had incomplete obstruction due to the mass itself, and 
plete obstruction. In two of the latter the pathological exami 
an associated carcinoma. (Figs. 5 and 6.) 

10. Perforation took place in seven patients. In three the: 
abscess formation. In two of these the abscess was plastered ag 
of the gut and could be lifted out with the tumor mass; while i 
a large abscess developed which contained pus and gas and had 
externally. 

In four patients an acute perforation took place into the 
cavity. One of them was drained early and recovered, another 
expectantly for peritonitis without knowledge at that time of 
cause, and finally recovered, while the other two died. 

11. Urinary symptoms were present in six patients. \\1 


case these symptoms had any definite relat-on to the sigmoiditis 


to state. In one female patient the bladder wall was definit« 
no perforation had occurred. In another female patient there wet 
peritoneal adhesions involving also the bladder. The othe: 
men, in whom the prostate may have played some role. In one 1 
however, the symptoms were sufficiently severe to suggest 
X-ray examination with catheterization of ureters was done to ru 
In another old patient a diagnosis of carcinoma of the sigmoid 
tion into the bladder had been made, but examination showed th 
to be a sigmoiditis, and the bladder affection a cystitis seco 
sigmoiditis. 

12. Loss of weight was a factor in only a few cases in wl 
tinued inflammation with associated digestive disturbances 01 
carcinoma were responsible 

13. Diarrheea was not a common symptom and was nevet 
some patients it alternated with periods of constipation. 

14. Bleeding. In six patients gross blood had been noticed 
time. Whether in all cases it had its source at the site of the sig 
could not be definitely determined. 

In one patient a gangrenous inflammation of the sigmoid 
changes was present. 
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In another, a car na was tound, and in a third there was inte 
gestion of the mucosa In these cases no doubt the bleeding cams 
lesion, while in the ers it may have come f1 hemorrl : 


Bleedi Is not an important symptom and if present shou 
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think 

In several pati 
was made by meat 
Bacterv 


the organi 


results. 
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’ . of t] nt (3 le f 
tion of the wall of the gut (in whom cultures were made from the peritoneun 
i 


ir small ar f : i al ] ] : 
Irom small areas oO} calized abscess due to breaking qaown ot tissue, o1 Ol 
. , sack 1 —_ ] ] 
involved lymph-nodes ), all reports were negative Che explanation probably 
is a small suppurative focus in the wall of the gut with extensive cellulitis 
spreading from thers 

In two patients W th peritol 1t1S, duc to acute pe rtoration, streptocos 
‘olon Hi ne tented 
and colon bacilli were isolated \ large abscess containing pus and gas in 
another case yielded Bacilli coli communior 

T t 


Gram-positive bacilli and cocci were observed in the stained sectiot 
the wall of a very acute case showing gangrene and perforation. 
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In another patient, in whom a resection was done, Ba 
isolated from a small abscess in the wall. No anaérobic o1 
found. Gram-positive cocci were found in the stained-tissue si 

Course of the Disease —Of the twenty-four cases report: 
so far not been operated on Several of them had only one acut 
subsided with appropriate medical treatment, while a few ha 
observation several times 

At the time of discharge all of these patients were informe: 
logical condition underlying their complaint and they wer: 


with the measures calculated to avoid recurrence, such as the us: 





Fic. 8.—Cross section of colon (x 20). The larger lumen is that 


it is an acute abscess (in a diverticulum), the walls of which 


intestinal mucos The remaining portions tf the mucosa have 


suppurative process 
oil to insure a daily evacuation, avoidance of food with a 
avoidance of overeating. That these measures apparently hav 
is evidenced by the fact that most patients have remained fre 
rence. (On the other hand, the recurrences have shown that there 
tive safeguard in avoiding acute sigmoiditis or diverticulitis in tl 
afflicted with diverticulosis. The condition must be considered a set 
and one must be prepared at any time to see a recurrence ot 
requiring surgical intervention. 


In thirteen of the twenty-four patients some kind of surgical 


was indicated or became imperative. Some of these patients had 
observation for a long time and were known to have diverticul 
others were seen for the first time during the acute surgical emerge 


Treatment.—Patients with temperatures under 100° and thos 
fever at all were treated ambulatorily. They were put on a light 
little residue, and mineral oil was ordered for morning and evenins 
irrigations were given when indicated and perhaps local applicatior 
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Pathological Examination of Tissue—The gross specimens re 
cases of sigmoiditis show a red, hard, often rather nodular tumor 
pearance is due to thickening of the wall, involvement of the apper 
epiploica and diverticule, as well as adhesions of surrounding tissue. Fre 
quently, there is a fibrin deposit and there may be an encapsulated 
The serosa is usually rough and granular. On opening the specime: 
surprising how little actual obstruction exists. The mucosa may b 
or it may show redness and superficial erosions, but no real ulcer 
is at once evident that the lesion does not arise in the mucous memb: 


l¢ 
l 


in the carcinoma, but is confined to the wall and perisigmoid tisst 
though sometimes a good-sized diverticulum is found, perhaps filled 
pus, it is not always possible to demonstrate openings into diverticul 


even into a single diverticulum. This corresponds to some of the X-1 





Fic. 9 Semidiagrammat presentation (x 200) (after Aschoff) The dive 
penetrated to the serosa \ perforation of the diverticulum has « 


ings in acute cases in which no definite diverticule are shown, but on! 
narrow lumen with an irregular filling defect. Pressure on such a speci 
may cause oozing of retained feces or purulent material from several s1 
ducts in the wall, which are not visible on the serous surface of the gut 
diverticula. They seem to be buried in the thick cedematous wall « 
sigmoid. It has seemed to us that during the early stage, while a diverticulu 
is pushing through the wall of the gut, and before it becomes visible on the 
serous surface, it may become infected and perforate. But instead of pet 
forating externally beyond the serous surface to form a_ peridiverticulitis 
or peritonitis, it may perforate laterally into the wall of the sigmoid wl 
the infection spreads between the layers. This probably accounts for sot 
of the extensive tumefactions of the sigmoid which can be felt throug! 
abdominal wall. In two of our specimens we were able to demonstrate thes 
intra-mural abscesses. (Figs. 8, 9, and Io.) 

lowerticn 


The microscopical examination of all resected specimens showed divet 
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sigmoid was exposed, partly covered with fibrin. Loops of small gut 
on the mesial side Upon separating them there was a gush of foul-smell 
a large abscess. In contact with this the wall of the sigmoid, over an art 

silver dollar, was gangrenous and flaccid. Pus had extended upward betwe 
f intestines along the posterior abdominal wall and in the left lumbar 


prevent further leakage and later be able to resect the affected eut 


Mikulicz operation was done he arteries of the mesentery were | 
several veins were thrombosed Ample drainage was established iF pite 
condition did not improve emperature rose to 107° and the patie 


tourth day. 


y 


Pathological Diagnosis—Chronic sigmoiditis, acute suppurative peri 
tions stained for bacteria showed gram-positive bacilli and cocci 

Case II.—Mr. G. E., fifty-three years old, gave the following hi 
distress lower left quadrant for three months, associated with soren 
attention. Bowels normal. No urinary symptoms. Increased pain at 
days Became worse six days ago, had to go to bed and consulted 

Chief Symptoms.—Pain and discomfort lower abdomen, vomiting 
tever. One severe chill four days ago following rectal irrigation. Diverticul 


} ntl 


suspected and an attempt had been made to improve his condition sufficic 

him to the hospital for X-ray examination. Blood count had been | 
apparently improved, and on the morning of admission he felt quite wel 
temperature and was sitting out of bed. Early that afternoon he had a sudd 


pain in the left lower abdomen, he became covered with perspiration a1 


chill lasting half an hour. Temperature rose to 104.5 After this, pain cont 
and the abdomen became enormously distended. The patient was seen by 


hours after this acute onset. With the history of left-sided pain a diag: 
nitis secondary to diverticulitis was made Immediate operation don 

colon odor was present under pressuré Loops of small intestines were acutel 
matted together with fibrinous exudate, and pus flowed from every « 
focus of infection was in the left lower quadrant. The sigmoid was a hat 
tumor mass bathed in foul-smelling pus. No gross perforation foun P 
by suction. Extensive drainage instituted. The peritonitis did not « 
and kidney complications developed and the patient died on the elevent 
culture showed colon bacilli and short chain streptococci 


Case III Mrs. M. P., sixty-eight years old, had been under obser 


long time on account of nausea, vomiting, loss of weight, and constipatior 


pain in the lower bowel \n X-ray diagnosis of multiple diverticula 

with obstruction had been mace When she came under our care she 

ilive entirely on intravenous glucose injections and hypodermoclyses. She had 

a very marked reverse peristalsis with fecal vomiting The first stage | 


yperation was done under Pernocton anesthesia and a small opening imm« 


in the gut to favor drainagé Chere was no improvement The invol 
then resected, but vomiting continued lransfusion and feeding into the 
improve the general condition She died eight days after operatior 
asthenia. The specimen presented numerous diverticule filled with hard « 


At one place the lumen was completely obliterated by a semi-gelati 
tissue which was later reported gelatinous carcinoma. (Fig. 5.) 

Case I1V.—Mr. N. D., seventy years old, was ope rated on by us in 192 
subphrenic abscess and a liver abscess of amcebic origin. He had some inte 
toms at the time, but they were insignificant compared with his chiet 
recovered and gained much weight After a while he began to have att 
over the left lower quadrant, associated with constipation and discharge 
mucus. Proctoscopy and X-ray examination showed a filling defect 


configuration. (Tig. 7.) 
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The patient reacted well. The czecostomy began to function and gas a 


also passed through the rectum lemperature, however, continued, a1 


a tender mass developed in the left lower abdomen. Conservative treatment 


tinued, supplemented by X-ray and vaccine treatment until the impressi 
that a perisigmoid abscess had formed. An operation was done for this « 
pus was found, just hard infiltrated inflammatory tissue. Later a_ perf 


sigmoid developed spontaneously on the leit side with fecal discharg¢ 


apparent that it would never be possible to resect the involved sigmoid on a 
extensive involvement and the numerous adhesions. A permanent coloston 
fore done as close to the lesion as possible, and the cecostomy closed Aft 
the patient became ambulatory but she remained an invalid and died al 
after the first operation. 

The remaining eight patients who were operated on are li\ 
account of the interest attaching to them a short report of each is g 

Case I.—Miss V. L., forty-eight years old, had for two years complain 
attacks of cramps in the left lower quadrant, associated with tenesmu 
diarrhoea. Examination showed tenderness over the sigmoid, but no mass 
perature varied from 99°~-102 Examination of the feces was negative 
Repeated X-ray examinations showed constant irregularity and narrowing 

barium \ diagnosis of sigmoiditis was n 


of the sigmoid with retention of 


account of suspicion of carcinoma an operation was advised and performed 


surgeon. An inflammator condition was found and the abdomer 


without drainage. 


CasE II.—Miss A. S., forty-eight vears old, was first seen four weel 


} 


onset of an acute disease which was at first diagnosed as influenza, and after 


as pelvic peritonitis of unknown origi She had been confined to bed 


and had run a temperature of 103°-104 She had complained of vomiti1 


over the lower abdomen, associated with urinary difficulty and constipati 


rectal irrigation had brought some relief, but only a little fluid could be intr 


time. She looked sick and very anami he temperature was 103°, and tl 


The general examination was negativ In the lower left abdomen a tender 


be felt which apparently arose from the pelvis and extended upward to the 


umbilicus. Vaginal examination showed the uterus and right adnexa norn 


the left side a mass could be felt, situated high, and apparently plastere: 
lateral pelvic wall. It was very tender. Rectal examination verified tl 


A diagnosis of sigmoiditis was made and an operation advised. 


Through a median suprapubic incision an interesting picture presente 


large, red, nodular sigmoid tumor was adherent to the lateral pelvic wall. At 


process extended from here into the anterior abdominal wall and the uri1 
to both of which the tumor was adherent By careful blunt and shary 
tumor was gradually separated from the bladder and then from the pel 


Was no abscess pre sent After treeings it, the mass could be drawn upw 


3 inches away from the bed where it had been adherent. The wall of tl 


was thick and cedematous, and the appendices epipolica and the mesentery 


sively involved. A culture was made from the tumor’ bed and one of 
appendices, as well as several enlarged lymph-nodes, were removed for 
section. All these cultures and sections were subsequently reported n« 
bladder slipped back into positior he pelvic organs were found to be 

appendix was removed. A cigarette drain was inserted into the tumor 


normal sigmoid placed over it, while the inflamed sigmoid was left fre¢ 


level where it would most likely not form new adhesions. After a few d: 


perature came down, but did not reach normal for several months. Duri 


time there was a moderate amount of drainage containing streptococci 
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loop of lower ileum was adherent in the pelvis and so angulated as t 
obstruction. After separating it a perforation was found at the ap 
Whether this was entirely the result of manipulation could not be deter: 
considered that it might be an old perforation and the cause of th 
(This was later disproved because no ulceration was found in the lume: 
portion of gut, about 8 inches, was removed and an end-to-end anast 
other pathology found. Drainage was established and the abdomen close 


The convalescence was uneventful \ sinus persisted for a lot 


excised. She was well for about four years, when she develope 


abdominal pain and vomitins She was re-admitted five days afte1 
abdomen was distended \ good-sized ventral hernia was present | 
reducible and apparently not concerned in the symptoms Chere wa 


and rigidity over the entire lower abdomen, but on the left sick 


tenderness and rigidity and an ill-defined tender mass The temperat 
pulse 108, white blood-cells, 17,500; polymorphonuclears, 85 per cent \ 
probable sigmoiditis was made. Conservative treatment was followed 
days the temperature was normal \ barium clysma showed a long, nart 
the sigmoid region which appeared to be due to spasm. No diverticul 
There was retention of bariun 

An operation was performed, primarily to repair the ventral het 
to explore the abdomen. It was interesting to note that all signs of 
had disappeared. There were 1 idhesions and the site of the end-t 
could not be identified \ large, nodular, tumor was found in the 
red and apparently an acute sigmoiditis. No free fluid or pus pr 
disturbed, but the hernia was repaired. The patient has remained 
sidered that the original attack of peritonitis was secondary to sign 

Case 1V.—Mr. M. L., seventy-five years old, was seen July 1 
of suspected intestinal obstructiot His chief complaint was constipati 
distension. He had not had a real movement for ten days He | 
and hiccough. The temperature was 99.6°, pulse 68. He had not lost 
had been made a few days befor: They showed very much distende 
intestines. A barium clysma outlined very marked narrowing and 
sigmoid. The abdomen was enormously distended and tympaniti 
the outlines of the large loops of gut No detail could be made out D 
obstruction was made, probably due to carcinoma of the sigmoid 

A czxcostomy was done t rive relief and allow more careful « 
The gut was opened immediate] da large quantity of fluid, frotl 
suction. Hiccough stopped at once and the size of the abdomen diminish 
a sharp febrile reaction for a few days. During the next few da 
the tube diminished, and feces an began to be passed per rectun 
examinations have been made sinc There is no evidence of carcinoma 
shows a peculiar irregular worm-eaten area at the junct of the 
and sigmoid, associated with a severe spastic condition of the col 
diagnosed as an inflammatory lesior The patient has remained well with tl 
tube in place. There is onl i ver little discharges The bowel 
attempt was made some time ago to close the cacostomy, but it resulted 
of the sigmoid symptoms and made reopening necessat The age of t 
his general condition make a resection inadvisable 

CasE V.—Mr. C. R. first came under our care in 1923, when h« 
years old. He complained of attacks of abdominal pain which he had be 
several years. The pain was at times quite severe, and localized in the left | 
There was no vomiting There v always trouble with gas which seet 


on the left side. The bowels moved fairly well, but the stool was tl 


of late. There had not beet al bl d No loss of weight | 
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forating diverticulum which had formed an abscess in contact with tl 


rounding the opening of the diverticulum was a flat carcinoma, later rep 


carcinoma. (Fig. 6.) 
The patient is still under care but is doing well 


Case VII.—Mrs. E. V. came under our care in 1916 when she w 


a 
of age. Five years previously she had had a resection of the sigm 
ot my colleagues for what was supposed to be carcinoma but later rep 
An anastomosis had been done but on account of leakage, infection deve 
ly a permanent colostomy Che col 


prolonged treatment and eventual 
well. A sinus was present im one of the scars of the abdomen and 


rectal stump. The anus had contracted so that examination was not 


injected into it escaped through the abdominal sinus. The patient’ 
was cramp-like abdominal pain associated with discharge of pus f1 
She was operated on and the sinus tract was completely excised down t 
the rectum which had been allowed to stay in. The gut was closed 
eventually healed. The anus was stretched to allow drainage downwa 


the patient was well until 1929 when she again began to have attacks of 
At first they were attributed to the gall-bladder which was known t 


stones, but later the symptoms were more definitely intestinal in char 


the pain became worse, and the patient felt as if gas stuck in the int 
not be expelled. Then tenderness developed over the lower abdomen t 
of the colostomy and after a while a mass became palpable. Carcin 


but exploration with a finger in the colostomy was negative, and an X 


showed no deformity. The mass seemed to be situated between the 


and the abdominal wall. Finally redness of the skin appeared and the 


very tender. Diagnosis of diverticulitis was made, probably with perfora 


tion advised. The gut was exposed for a considerable distance abov« 


The wall was hard and infiltrated but there was no free pus present, 


diverticulum was recognized. Drainage was established and a good re 


The patient has remained well since 
Case VIII—Mr. J. G., sixty years of age, was admitted to the 


pital April 28, 1930, complaining of severe pain in the lett lower al 


stipatic n. In the left lower quadrant, opposite the anterior superior spi 
elongated tumor mass was palpable, which was tender to touch. Re 


gave the feeling of an indefinite, somewhat smooth, evasive mass, whicl 


as an ulcerating lesion. With a history of recurrent attacks of pat 


‘ 


year, which was so severe that he was unable to stand, with constip: 


months, and the presence of a mass in the sigmoid region, a diagn 
condition was made. He had no temperature but there was leucor 
white blood cells, with 85 per cent. polymorphonuclears. We inclined 


I 
| 


; 


of sigmoiditis. X-ray examination showed multiple diverticula in the d 


and the sigmoid. An irregular shadow suggesting a cavity connecting w 


was noted and was interpreted as a rupture of a diverticulum. (Fig. 4 

At operation there was no free fluid. An inflamed sigmoid was f 
in the iliac fossa. It was carefully separated and a culture made fron 
reported negative). After mobilization it was found that about 3 t 
involved in an acute inflammatory process which had led to marked tl 


wall. In one place it looked as if a perforation had taken place but 


plastered over with exudate. Resection was decided on and the first stag 


n 


+ 


operation done. The affected portion of gut was removed ten days later 


it the lumen was found to be very small, but the mucosa looked normal 


sigmoid tissue and the wall itself were very thick and infiltrated. 5S 


were made into this tissue and cultures taken. Pressure on the wall 
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TREATMENT OF MEGALOCOLON BY SYMPATHECTOMY 
By Davin E. Ropertson, M.D. 


or Toronto, CANADA 


A stupy of the clinical cases of megalocolon shows thx 
condition is not becaus« ot atonia or lack ot power and cle vel 
musculature of the colon Cameron,!' among others. has. cd 
anatomic condition of the wall of the large gut, the increas 
of the longitudinal and to a greater extent the circular musclk 
observed also that the dilatation of the colon is always 


side. In some cases, indeed, it is present only in the descendi 


gereatet 
large intestine. In those cases where local excisions have beet 
enlarged loop of bowel, the commonest sequence 1s to have 
form in the bowel replacing the loop. In one case | report 
had had three operations, at each one of which loops of dilated | 
were removed. This experience has been the not uncommon on 


11 


operations at which part ot of the large intestine has beet 


the cure of megalocolon.* One is, therefore, justified in cor 


operative procedures of this type do not cure the condition, 
it is obvious that the factor producing the dilatation is left still in « 
Its causative factor, therefore, cannot be something inherent 
the dilated bowel. It would appear from this that the conditio1 
of obstruction, not complete and constant, but incomplet al 
Clinically this has been observed 

Brennemann* and David*® describe the condition associated 
genital strictures of the rectun 

Fullerton® believes that the pelvi-rectal sphincter is the factor 
ing obstruction and quotes Hurst and the theory Hurst advance 
that is, an absence of the normal relaxation of sphincters, 1 
pelvi-rectal or anal sphincter Sphincter spasms are known elsew! 
cardiospasm and pylorospasm, and Fraser’ describes the cond 
to a neuromuscular error resulting in “an uncontrolled functior 
acquisition of the power of inhibition combined, it may be, wit! 
and insufficient relaxation of the associated sphincters.” 

A case herein reported shows the progressive enlargement 


er 


in the time he was one and one-half to two and one-half years 


ing this time the capacity of the colon was much increased, 


lig. 1. 


Hirschsprung’s disease is described as a congenital di 


colon, but if such a condition exists it must be very rare, as most of 


that are followed closely are found to be of the type that are obstruct 


origin. It is true that the majority of the cases of megalocolon t 
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The procedure that we have followed has been to attack 
sympathetics from the lumbar approach, and we have recently re: 
whole trunk from the second down to the level of the fourth 
produced in patients, in addition to the changes in lower bowel fu 
grateful changes, viz., warm feet and dry feet, and no deleterious eff 
yet been manifest from this proceeding. The operation of 
through the flank, as recommended by Royle, is readily don 
doubtedly rendered more easy by the use of spinal anzsthesia 


flank incision the peritoneum is pushed forward and the sym 


is readily felt lying on the anterior aspect of the lumbar bodi 
case only of megalocolon have we done a bilateral operation, but 


sympathectomies for vascular diseases of the extremities many 





Fic. 2 M. F. K ) X-rays of barium enema September 
March, 1931 

bilateral operation have been done at the one visit to the operat 
The operation is, strangely, devoid of shock. 

I have recorded the details of three cases of megalocolor tre 
ramisection and ganglionectomy.- These three cases have c 
One case operated upon in 1927 is having a normal bowel-movement 
(Fig. 2.) (M. F. K., February, 1931.) Another case, operat 
1929, had a relapse from the normal, but she was a child who came 
home that was altogether disorganized, the father in jail and tl 
irresponsible. After a “clean-out” she is, however, having agai 
movements. The third case, of a woman of thirty, who had, previ 
double lumbar ganglectomy, had an appendectomy and three local e: 
reports after the experience of sixteen months no difficulty with movene 


The volumetric change in the enema she could tolerate changed 


ounces to fill the sigmoid and ascending colon before operation, to & 
to fill the entire colon two months after operation. This case shows 
marked improvement in the haustra of the cecum, and the right sid 


operated -upon. 
Chree additional cases are here reported in detail. 
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half to one hour later. Cries a 
small watery movement. Sines 
always been well tormed Hi 
throughout. Wucus Recently, 


tint, small amount. Colo: Ch 


Sometimes clay color, exceptional. Odor 


food in stool sometimes. Mothe 
first few weeks of constipation « 
Well for last eight months, 
Bowels.—Constipated. Pains.— 
with a movement. Also very i 

The patient 1s a well-deve loy 
Buccal mucous membrane is cl 


cryptic. Pharynx is not conge 


palpable the whole distance from the right 


contains a large amount of fec 


in a large moveable mass in the 





Fic 4 B k [wo or 


is about normal in size. Transv 


It can be observed to move with respiration 


No other masses. No tenderness 
defects Intelligence apparently 

After being in hospital tw 
July 6, 1930. Again admitted to 


Special Examination.—Abdor 


freely on respiration. The note « 
part shows dullness. There are n 


masses can be indented and are | 


masses could be felt in the lower b« 


putty-like consistency. 
Operation.—July 16, 1930 
flank incision. 
Following this the child had 
daily spontaneous movements 
X-ray of barium enema. Haustr 


the giving of enema caused pain, 


at first restless and _ irritable. If 
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s if im pain, pulls hands and feet up. Ma; 
the beginning, July, 1927, the fecal di 
ird at first, now slightly softer. This 


last two months, comes before moven 


iangeable, occasionally very dark gree 


r—Very foul-smelling always 


‘r claims that child masticates food thor: 


nly Child otherwise has been very | 


ver abdomen, irregular. Cries a lot 


W 


ritabl 

ed, well-nourished boy, not actually ill 
ear Teeth in fair condition lonsils 
sted. Abdomen is full, rounded and 


lower quadrant down to t 


al matter, particularly the sigmoid, which 


pelvis. The colon does not appear t 


ne slice July 10 1930 September: 


rse 1s above the umbilicus and not apps 


Liver, kidneys and spleen ar 
No meningeal signs. No apparent n 
ormal hagnosis.—Hirschsprung’s d 

weeks he was sent home to have m« 

hospital. Has not improved since lea 

ne! Abdomen is distended in appearar 


percussion in the upper part is res 


lasses felt in the lower portion of tl 


utty-like in consistency. By rectal 


( 


wel which were fairly firm in « 


\ left-sided lumbar’ ganglionecton 


at 


vhile in hospital, enemas, but withir 


he colon was materially changed, as 


a were well marked and girth smaller 


whereas it was formerly born without dis 
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is sufficient to produce a resumption of normal habit. These cass 
carefully supervised by those in charge of them, may develop the | 


1°71 
} 


of neglecting to have regular defecation. Yet these are readil) 


ta a daily habit again. The administration of a barium enema 
following operation gives ample evidence to the administrator of 1 r¢ 


duced size of the colon and the spasm that is easily induced in th 
wall. Colons that would, prior to operation, tolerate large qu 
enema, some time after operation suffer pain and a desire to expel 
a small quantity is introduced. The diminution in the size of 
following operation takes some months to become marked. Thx 
of haustrations is likewise more marked as time elapses. Bowel 
may show no marked improvement for some weeks. It is probab! 
to have daily enemas given following operation for the period the 
is in bed. After this period the patient may well be left to have sj 
movements. 
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FRED W. RANKIN 


been used to designate the primary type of lesion, but I agree witl 
that “diffuse adenomatosis” is a better and more satisfactory term, 
Broders that “polypoidosis” is a much more descriptive patholo, 
Polyposis, for instance, may mean only two polyps, either sessile or p. 
lated, or any number of polyps of the colon. Polypoidosis, on tl 
hand, indicates that the entire lumen of the large bowel, from the 
the cecum, is studded with projections which raise the surface of tl 
luminary portion of the bowel, and between which there are si 
of normal mucous membrane giving it the appearance of many cot 
lz 


as in the brain. The secondary lesion is advanced, complicated 


ulcerative colitis which, in some of its ramifactions, acts as focal infect 


produces pseudopolyposis, which is, in itself, a potentially malignant 


dition, or at least, in my experience, malignancy has occurred simult 
with it. 
Polyps of the large bowel generally have been treated as a single ¢ 


tumor and have been described anatomically as pedunculated 


growths, varying in size, shape and consistence, with an underlying | 


or adenomatous structure. Many authors have classified these growt 


cording to some etiologic factor, such as dysentery, ulcerative colitis, 
plastic tuberculosis, or non-specific affections of the large bowel. Ag 
clinical manifestations, particularly as regards diffuse adenomatou 
of pt ly ps, have caused them to be classified as of the adult or a quire 
and of the congenital or adolescent type. Unquestionably, the presé 
polyps, occasionally single but frequently multiple, in the colon ar 
tum, is of grave significance in relation to the ultimate development 


noma of this organ. Furthermore, polyps occur in the large bowel 


tum four times more often than in other portions of the gastro-int 


tract. Their presence in the rectum, rendering them particularly a 


to study, and in resected colons, has caused me to undertake evaluat 


1 


their relationship to carcinoma, on the basis of histologic study, witl 
gard to the etiologic factor involved. 

Anatomically and pathologically, there are two general types 
in the colon, one of which is a true neoplasm, the other the result 
flammatory reaction. One form of the true neoplastic or congenit 


of this condition has been designated by Erdman as “diffuse adenon 


and I am inclined to think this term, or “polypoidosis,” or “‘polyadenot 


nappe,’ as Menetrier designated the condition years ago, would be pret 
The other form in the colon, of the congenital type, may be present 
as one or two discrete tumors, or as discrete tumors which involve 
tire mucosal surface of the bowel from the anal canal to the ileoc 
and is, in reality, more of a true neoplastic condition as compared 
adenomes en nappe or polypoidosis. Both usually occur in families 


former is known to undergo malignant change in from 40 to 50 per « 


the cases. In this form, small, raised elevations of the mucous mem 


a few millimetres in diameter may occur, or the elevations may be si 
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are pushed into multi-layered buds which project into the lume: 
tubules, but more often into the connective-tissue matrix. The 
elongated, take stains deeply, and give to the proliferating tissu 
color. As this epithelial proliferation progresses, there is a com] 
response in the connective tissue of the muscular and submucous coat 
produces a stalk. The pedicles are large or small, according to th 
of the proliferation. I feel that the tempo of the development of 
noma in polyps is an extremely important factor in their metamorpl 

In Group 3, the epithelium is almost completely undifferentiated 
an accentuated form of that seen in Group 2. The development 
epithelial proliferation, which outpaces that of the connective tissu 
in a polyp which is of complex histologic structure. Grossly, th 
Group 2 may attain large size and age, whereas those of Group 3 
becoming early, I believe, deep, infiltrating carcinomas. 

This congenital type of polypoidosis, recognized, as it 1S, as a 
of malignant growth in a high percentage of cases, is not an exceedi1 
entity; Bargen gives its ratio to the acquired type as approximately 
The congenital or adolescent type manifests itself in young persons 
fuse rectal hemorrhage and diarrhoea, associated with concomitant 
and occasionally with acute intestinal obstruction. This disease wa 
described by Virchow, in 1863, as “colitis polyposa,” and Cripps, revir 
three cases which occurred in one family, shed more light on the sul 


1882, when he described accurately the conditions which is designated 


poidosis. Cripps’ first patient, a man aged twenty years, had had sympt 


for ten years, and polyps had been removed by way of the rectum wit 


temporary relief. This patient succumbed suddenly, and post-morter 


amination disclosed that death was due to adeno-carcinomatous strictu! 


the sigmoid, which occurred in the presence of diffuse, pedunculated 
Subsequently, Cripps reported two other cases, those of a brother 
ter of the first patient, aged seventeen and sixteen years, respectively) 

One patient on whom | performed total colectomy had a sister wl 
at the age of twenty-eight years with multiple polyps of the bowel 
brother is now being treated at the clinic for multiple polyps of th 
at this time the brother is resting between stages of operation for 
of the entire colon. 

Erdmann’s two patients were youths aged fourteen and sixteet 
Neimack, I believe, reported the case of the youngest patient on re 
of a girl aged twelve years, who had had symptoms for three years 

The diagnosis of congenital polypoidosis is usually made by digit 
proctoscopic examination, because the polyps invade the rectum 
the entire colon, and are both palpable and visible, even on cursory ex 
tion. Rontgenograms, especially those made by the combined meth 
Fischer, in which an opaque enema is followed by rectal injection of 
especially accurate in interpretation of the presence and distribution ot 
Usually the entire bowel is studded with small tumors, interspersed 


680 





which are tun 
to a slendet 
will appear in the 
were SO d 
visible. \ ua 
larger tu 
broken on 

The two especia 
are the pathologic 
through 


formidable surgical 


is laTYyt LS ; I 
lung on the number 
. } 

the DOWeE! put 1] 
lat SCaTCe Y al 
TTOW pe Icile W 
ty 1 +] 
T ¢ rude I Ou 
, 
ti Callal 
, 
YF pnenolnr 
+ +1 1 
cs GF the ® ) 
OT ny ea isla tO 
5 VOLVE 


mie eS 
; 
tu 
r 
' 
+} 
\ 1 ( 
rr) é 
which 
, 
la I 


in diametet t 
| rs al ) 
the ( Sé é 
icous me! i 

},] ] 

Oped he i 
rectun r | 
ed with thi 
an be t1 ed 
nit i. 





abdominal 


J 


polyps, \ 
not only 
whom | perform 

three Operations e] 
the small bowel: tl 


Polyps ha 


pe ily | ). 


none had maligna 


The following 
pathologic structure 
CASE | \ 


plaint of 


Ds t ? 
[ f 
ay first call th 
C that the 
| 
uit ccasion 
' 
colectomy 
ere r acute 
no ce 
ly Callse Ill Ca 
been removed 
een suspected 
crs OF Cases 


>( 


nt and the sur 


1 
] 


onait 1 
( qaition 


lly the 


for multiple 


from tl 


oT cong 
4 

| 
Pical TE 
Vas al 


small | 


lon cause 


ince was a large, peduncul 


; 


le ston 


1S wide S 


owel. One patie 


4 | 
lacn 


1 


I 


read, and 


intussuscepti 


and czcum, 


‘chnic utilized. 


' , 
polyposis illust 
1 the clu i< A th 
d S¢ ter T 1 


patient s attention to the presen 


adenomas had und 


1 


. 








FRED W. RANKIN 


This was evidenced chiefly by five or six passages of mucus and fecal 
four hours ; blood was never obse rved in the passages Her general 


good; appetite, digestion, and weight were maintained 

Examination revealed that the patient was asthenic and anaemic but 
of loss of weight. Polyps were noted on digital examination, and on pr 
nation the rectum and sigmoid were seen to be studded with polyps 
polyp was characteristic of adeno-carcinoma, graded 2. Examinatio1 
give evidence of ulcerative colitis. R6ntgenologic examination den tr 
polyps of the entire colon The concentration of hzmoglobin was 68 
erythrocytes numbered 4,480,00¢ 


November 26, 1928, ileostomy was performed; June 20, 1920, parti 





performed, the rectal stump being turned in and placed retroperiton 
1929, the rectal stump was resected posteriorly 

Pathologic examination disclosed multiple polyps throughout the « 
(largest 4 centimetres, near the cecum) (Figs. 1 and 2); one pedun 


the transverse colon (1 centimetre) ; one pedunculated hemorrhagic po! 


ing colon (1 centimetre); one pedunculated polyp in the sigmoid (3 
innumerable small polyps, and one adeno-carcinoma, graded 2, involvi 
rectum. 

The patient died April 19, 1930, eleven months after the third stag 
was completed. 

Case Il.—A woman, aged twenty-five years, was admitted to the 
tory of having had diarrhoea since childhood. Up to three years prior t 
had had four to five stools daily, but since then had had as many as eight 
first blood appeared in the stool frequently and, more recently, was noted e 


in increasing quantity. Polyps often protruded from the anus. Her genet 
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Fic. 4 Fic 
Fic. 4.—Single polyp of colon 
Fic. 5 Carcinoma of sigmoid in a case of multiple polyps of th 





Fr 6a Fic. 6b 
Fic. 6a *olyps obscured by barium-filled colon 
Fic. 66 Réntgenogram of colon by Weber’s modification of Fischer’s method. showir 


in descending colon, and pedunculated polyp in distal part of transvers« 
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peritonitis was not a formidable objection. The already existi1 
tion unquestionably was of great advantage in these cases, and 
the first colectomy in this series, I broke into an abscess 
around the cecum, there was little reaction following the ope1 
patient made an uninterrupted recovery. 

Besides the unhappy sequel of long-standing chronic ulce1 
resulting in complications, the superimposition of malignant « 
polyposis which is secondary to the colitis is important ry 
unique, although it does happen infrequently, is attested by th 
more than 1,100 cases of ulcerative colitis, complicated and wu 
seen at The Mayo Clinic, in twenty-five cases carcinoma has dev 
presence of the polyposis which was caused by the inflamn 
\lthough perhaps it is impossible to prove pathologically that 
nomas developed as direct sequela of events of the inflammat 
I think it is a reasonable conclusion that if chronic irritation of 
initiates carcinomatous changes in a viscus, complicated, progress 
tive colitis of long standing is a factor in malignancy. 

The production of multiple polyps as a sequel of chronic ulcet 
has been explained by numerous authors as resulting from under 
which produce a break in mucosal continuity, leaving an over! 
tion, which, being shut off by the regenerative process, forms a 
polyp-like tumor, with smooth or irregular marginal outlines 
tions thus formed are surrounded by regenerating mucosa, an 
takes place, contraction no doubt leads to their further elevation 
process isolates the polyps and not infrequently closes the glan 
forming retention cysts. When the polyps become pedunculated 
tion of the pedicle is, | believe, the result of the tug on the loose, w 
tissues by the peristaltic action of the bowel, thus producing 

Hewitt and Howard, Struthers, and others, in considering 
ment of polyps resulting from inflammatory lesions, particular] 
colitis, have stressed the importance of good blood supply, whic] 
mucosa to be preserved and hastens the hyperplasia and regenet 
glands around the ulcerative processes. I have not been impress« 
cases with the fact that the polyps are found nearest the prin 
supply of the bowel. In all three cases which followed ulcerati 
have demonstrated formation of polyps so diffuse, as to covet 
intraluminary mucosa of the bowel. The idea of Ewing, 
others, that these polyps may be followed through the transiti 
from thickening and hyperplasia to adeno-carcinoma, is likewise, 
a possibility, the actual proof of which is more difficult to procur 
congenital variety. 

The following three cases of multiple polyps, scattered diffuss 
out the large bowel, secondary to chronic ulcerative colitis, are 
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months was able to go home. He came to the clinic again, September 
stated that he had gained thirty-seven pounds in the four preceding mont} 
was having six to seven movements of the bowels in twenty-four hot 
occasionally contained a little blood and mucus. The rectal mucosa « 
pitted scars and slightly pale. There were many polyps, from 0.3 to 0.7 
diameter, and from 0.3 to 1.5 centimetres in length; some of them bk 
diagnosis was made of polypoidosis following healing in an extremely a 
of chronic ulcerative colitis. Clinically, the patient was in excellent « 


was dismissed with instructions to take vaccine subcutaneously. He retur 


1927, clinically well, stating that he had had the best winter since the be 


his illness. He had gained fifty pounds and looked the picture of health. H 
average of three bowel movements daily for months and had not seen bl 
for at least a month. At this time proctoscopic examination disclosed 
healing after chronic ulcerative colitis, polypoid areas, and polyps Phe 


seen January 23, 1927, had disappeared. The mucosa between polyps was 





Fic. 9 I 
Fic. 9 Acute colitis with ulceration and desquamation on a basis of chi 
Fic. 1to.—Chronic ulcerative colitis; partial destruction of mucosa with some 
for the scars of the infection. A series of fulgurations of rectal polyps wa 
without incident. The patient was then free of symptoms of all intesti 


tut because it had not been possible to fulgurate all the polyps at this fir 
returned in December, 1927 at which time proctoscopic examination revealed 
were still several polyps in the rectum, but that the mucosa was in good 
polyps were again fulgurated 

August 9, 1928, the patient returned for observation and scars were 
rectum, but there was no ulceration. The lumen was practically normal 
There were no polyps in the areas that had been fulgurated. A month later 
with rapidly growing nodular lesions on the right arm. Surgical « 


hemangio-endothelioma. Treatment with radium and R6ntgen-rays followed 


was no evidence of recurrence. During the severe exacerbation of colitis 

patient had suffered months of disability from what was designated peripher 
He had, at that time, constant burning pain in the balls of the feet, and later 
the legs, so that he could not allow bed clothes t 


muscular weakness were present. Recovery from the colitis was accompat 
covery from the neuritis. 
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From May, 1927, until January, 19209, the patient was free of intestinal svmptome 
About January 1, 1929, he had severe influenza, and after three weeks of this illness 
an exacerbation of the colitis occurred. Treatment was again instituted, and gradual 
improvement resulted. In June, 1929, polyps were again seen through the proct pe. 
some of which were large and firm. Operation was decided on because of the exacerha 
tion of the colitis and the potential danger of malignant change in the polyps. October 


15, 1929, ileostomy was performed. April 15, 1930, partial colectomy to a point near 


the rectosigmoid juncture was performed and October 14, 1930, combined abd 
perineal removal of the rectal stump was carried out. The patient had gained forty 
pounds since colectomy. 
The pathologist reported diffuse inflammatory polypoid hyperplasia of the 1 
of the colon associated with acute colitis accompanied by ulceration and desquar 
on a basis of chronic ulcera 
colitis. (Figs. 9 and 10.) 
Recovery was uneventful 
the patient is now attending 
lege. 
CasE V.—A_ womar wed 
twenty-three years, was admitted 
to the clinic first in December 


1918, with a history of water 
diarrhoea, occasionally accom- 
panied by passage of blood | 

and a half years. At first theré 
were only three or four daily 

tal discharges, but the cond 
became progressively worse, s 
that on admission the number 
movements had increased to eig 
or ten a day, and there was some 
abdominal cramping. Durins 
period the patient lost twent 
nine pounds. A diagnosi 
chronic ulcerative colitis was mad 
by proctoscope and réntgen: 
(Fig. 11.) 


mpr 


The patient failed to 





under a medical care whic! 
Fic. 13.—-Chronic ulcerative colitis with evidences of tried three months, so ileosigm 
healing : ; 
ostomy was performed Februar 
19, 1919. At the same time, the divided distal end of the ileum, and the proximal 
of the sigmoid, were brought out through the abdominal wound in order that the « 
thus excluded, could be irrigated. Although there was some abatement of sypmt 
during the next year, the patient was still disabled. Subtotal colectomy was therefor: 
performed. (Figs. 12 and 13.) Improvement following the procedure was transient 
due to the development of severe proctitis, with formation of stricture at the site of the 
anastomosis, accompanied by diarrhcea and considerable abdominal pain. All medica 
measures, including numerous injections of polyvalent dysentery serum, failed to caus¢ 
benefit. Ileostomy was therefore performed January 21, 1925, and May 20, 1920, the 
rectal stump and remaining portion of sigmoid were removed by combined abdominoperinea 
operation, The patient made a satisfactory recovery from the operation, and, in spite 
of subsequent pulmonary hemorrhages, associated with active tuberculosis, she n 


tains her normal weight and now leads an active life. 





Case VI.—A woman, aged twenty-seven years, came to the clinic first in June, 


1924, with a history of bloody dysentery of one year’s duration. The trouble began 
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October 24, 1930, combined abdominoperineal removal of the rectal stump 
formed. 

The pathologic report was hemorrhagic ulcerative colitis with marked 1 
of the lumen and thickened walls. (Figs. 15 and 16.) 


The patient has made a satisfactory recovery and has returned to her 


as stenographer. 


TrECHNI( 


In extirpation of the entire colon, tv 
cedures are available: (1) Operatior 
stages, consisting of ileostomy, colector 
cluding the colon down to the rectosigmo 
ture, and combined abdominoperineal r 
of the rectum; and (2) ileosigmoidosto1 
lowed by colectomy. The latter met! 
quently leaves a rectum and sigmoid 
with polyps which must be treated by 
tion or other local destructive measur: 
the great advantage, however, of retaini 
splendid sphincteric apparatus provide 
ture and avoiding the necessity of n 
abdominal anus. On the other hand, one 
likely to be compelled to remove the rectu 
subsequent stage after ileostomy and col 
because of the presence of large and 1 
polyps in it, rendering fulguration of uw 
value. Between the two operations on 
vacillate, remembering, however, that 
stomy and colectomy, if it is possible 1 
of the rectal polyps, a feasible step is t 
the ileum into the top of the rectum at 
quent manceuvre. 

In the six cases outlined, total 
was done in three stages. Ileostomy) 
primary manceuvre and colectomy incl 


colon down to the rectosigmoid the sé 





manceuvre; the third stage consisted 


Fic, 15.—Hezmorrhagic, ulcerative })j ne abdominoperineal resection of the 
colitis; marked narrowing of lumen; 


thickened walls Obviously, one should not attempt ileoston 


resection of the colon in a single stage. lleostomy of itself is 
procedure because of the disturbance of water balance which follow 
Most of the fluids are absorbed in the right portion of the colon, and 
the fzcal current by ileostomy is to cause such rapid loss of fluid tl 
patient invariably loses weight and is dehydrated until such time as r 
lishment of the physiologic equilibrium takes place. At that time, the 
begins to assume the function of the right portion of the colon, and thi 
become semi-solid or formed. 
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one of the steps, I have shut off the space between the mesentery 


terminal portion of the ileum and the lateral parietal peritoneum, 


one would do in performing colostomy involving the sigmoid, This pr 


obstruction by loops of small bowel slipping around the structures fort 


ileostomy and becoming adherent. Since the ileostomy is made th: 
small McBurney incision, without exploration, and the wound heal 
a single-barreled stoma results, which is not difficult to care for (lig 
| have found it advantageous to postpone the second stage of 
section for about three months. During this time the patient accomn 


himself to the presence of the stoma, gains in weight, the stool becomes 


solid or formed, and the general condition is much more favorable 








Fic, 18 After completion of ileostomy. 
formidable resection than formerly. At the second stage the colon 
moved through a long left rectus incision. The dissection begins 


right side of the colon, at the cecum (Fig. 19), and the mobilization is 


by dividing the outer leaf of peritoneum, just as one does in resectior 


carcinoma. The operation may be performed in a much less radical way 


for carcinoma, dividing the vessels of the mesentery close to the 
the bowel, and leaving adequate peritoneum to cover over raw 


After the right portion of the colon has been mobilized, guarding 


IO 


injury to the ureter and retroperitoneal portion of the duodenum, at 


vessels are secured and peritonization completed, the dissection is 


along the under-surface of the omentum. (Fig. 20.) That structure 


but the transverse colon is readily mobilized around to the splenic fi 
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Mobilization of the splenic flexure is the most difficult step in this 1 

It is higher than usual and is more likely to be fixed, but by dividing th 
splenocolic ligament one can readily clamp off its vessels and pr 

ward with the mobilization of the descending colon and sigmoid. 

The left parietal peritoneal leaflet is divided similarly to the right, th 
segments of the bowel are loosened, the blood-vessels clamped out 


and the raw surfaces peritonized. I think it is wiser to divide 


at about the middle of the sigmoid or at the juncture of the 
middle thirds of the sigmoid, so as to be sure of adequate vascul 

of the end that is to be left in. (Fig. 22.) When colectomy is to 
for polypoidosis, it is a simple matter to sele 
with good blood supply, dividing the bowel bet 
clamps, with cautery, and turning in the | 
with satisfactory knowledge that there will 
chance of leakage, formation of abscess or ot! 


tions. In ulcerative colitis, however, it is 


plicé 


sible to turn in the lower end with a suture, ; 
who has attempted it will readily recognize 

In the first case in which I[ performed total 
tomy for polyposis secondary to ulcerative 
when the operation was completed down to the 
of division of the bowel, a clamp was put act the 
bowel and closed, with the result that it cut 
the entire intestinal wall, leaving a wide-ope 
staring out of the peritoneal cavity. With 
perience in mind, it has been my custom to divi 
bowel, holding the lower end very lightly, 
suturing over and over, without attempting to tur 
out ; finally, wrapping it in iodoform gauze and bring 
ing it out through the lower end of the 


~ 
| 


Drainage is instituted, and, fortunately, in thes 





Cee of colitis immunization is so satisfactory and 
Fic. 23.—Posterior incision ‘ 


sonal ole alter partial cole. Plete that chances of peritonitis subsequently ar 
a. than in the congenital type of polyposis, in 
patients have not had the opportunity of manufacturing their own antil 
The third stage of the operation is undertaken subsequently, after 
quate rehabilitation which may extend over varying lengths of time 


; 


different patients. Certainly, | would not undertake it before two 
months had elapsed in any case, and if the patient were badly debilitat 
could be put off longer. This stage of the operation is, in complicated 

the most difficult of the three steps. Particularly is this true in cas 
ulcerative colitis in which formation of abscess or fistulas has been on 
reasons for undertaking the total colectomy. I have been accustom 
doing this third stage after the method of combined abdominoperineal r 
section of the rectum, starting from behind (Fig. 23), mobilizing the 
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tum up to peri | (Fig. 24), but without opening 
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20), 1n ! experi nas never bee 1 ditmcuilt ste even in ope 
men. It ssible obilize the late trietal peritoneut ; 


the peritoneum from the bladder to such an extent that the floor 


completed without mucl tensio1 In operating o1 women . ¢ 
simple matter to mpiet the peritol eal Hoor by tne use of the 
ments in addition to the lateral parietal peritoneut 


Drait > S institute atter the abdomen 1S closed \bout 


silkworm sutures w have closed the posterior wenn’ ican 
a gauze tampon and rubber-tube drain are inserted Chis takes 
slow OOZI1NE wl ic] 1 he present 11 the large, VW le open pelvis. 
siphons off the serum which necessarily will collect The tampot 
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quickly some of these large cavities will close and contract dow: 
drainage tract which, after several weeks, entirely disappears. | 


who underwent combined abdominoperineal resection of the rect 


missed on the nineteenth day, with a draining sinus which was cor 
small, but the usual patient ordinarily takes about four weeks in 
after this stage of the operation. 

Rehabilitation after these formidable procedures is slow, 


dietary measures and other steps for increasing the patient’s resi 





| 


Fr yc Completely mobilized rectum encased in rubber glove I nse 


shows wound closed after segment is dropped back into hollow of 


urgently indicated. The immediate post-operative care of thes 
following the third step, is similar to that following any combined abd 
perineal resection. 

In this series of six cases there has not been a death from ope 

I particularly want to call attention to the advantages of graded ret 
of the large bowel and rectum when its extirpation is necessary, and 
phasize the thought that polypoidosis, and particularly the congenital 
is a potentially malignant condition which warrants radical measures 
metamorphosis into carcinoma has taken place. As for the othe: 
for resection, complicated chronic ulcerative colitis, it is evident 


698 





questi 1 


Wy 








per 
\\ 


\W 





surgi 





MAYO CLINnic 


Doctor 





699 


FRED W. RANKIN 


She had ulcers, and Doctor Lund hoped, as had been in other cases, that 
colon at rest would cure this ulcerated colitis; but the ulcers never heal 
she had bloody stools and mucus for nine years, she kept very well and 
housework. One day she turned up with a very large abdominal tumor 
left quadrant. She had grown very thin; her red blood count was d 
little above two million. He supposed that she had developed a carcin 
an exploration and found that there was a tremendously inflamed colon at 
was the inflamed, swollen, thickened omentum. With a transfusion befor: 
the operation it was easy to remove that colon. She recovered and has since d 
As to Doctor Eggers’ observations on diverticulitis, the speaker was of the 
whenever one finds a left-sided appendicitis in a fat man of about forty, whic! 
—~ tumor, one can be sure it 
litis. In rare cases of appendi 


the tenderness is on the left, tl 


goes down to the bottom 

or the tenderness on the left 
to inflammation or obstructi 
the external coils of the ileun 
But one can generally tell th 
ticulitis cases. He recalled the 
woman who had an absce 

size of a pigeon’s egg between t 
of the mesentery otf the sigm 


\E yy 4 was drained. The abscess w 
\\) Zp iy N)) g 
NY \\\\\ \\if KM UWA f ; into the pely is, where it wi 


il ip Fe 4, through the rectum. But it neve 


Z to be drained sufficiently, and aft 


NW 


we 1 
\ Y ; months of watching that w 


Je IG a S away she died. 
i = ; Another case shows 


done in severe cases of diverti 


’ 


multiple operations. This wa 
old woman of sixty-five, wit! 
intestinal obstruction, which wa 


distended, in which immediate 
had to be done. A left-sided 


= ‘ made and an enormous 
MAYO cuLinec 





brought out. The intestine wa 
Fic, 29.—-Total colectomy completed The raw , . ae ‘ 
surfaces left by dissection are closed with a running above it The next day CCC 
suture. A new pelvic floor has been made out of oyt, and here was this great 
peritoneum - ) 
outside of the abdomen. But 
feel like a carcinoma; it was pretty smooth. A week or ten days later that 


off acording to the Mikulicz procedure and an enormous amount of pus cam 
between the layers of the mesocolon and also around it. If one hadn't wait 
that was walled off one would have lost the patient. Her heart went o1 
although she had an intermittent pulse, and the clamp was put on. Subsequent! 
out ever opening the peritoneum again that whole thing quieted down and 
possible to suture the bowel. It held, and she went home in excellent conditi 
her heart better than it had even been for years. 

Suppuration between the layers of the mesosigmoid is one of the worst thit 
may happen in these cases of diverticulitis, and it has been his experience tl 
the abscess has been opened, they subsequently come to a resection. In cas 
there is a multiple diverticulitis, but only one section is inflamed, one can 
all the area that is not inflamed and resect the inflamed area as if it were a « 
and they get well. 
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Doctor Horsley uses the basting-stitch technic of Doctor Kert lt 
and attractive, and in many cases it has worked out well. In two of his 
ever, it was not satisfactory and mortality resulted. The objections 
stitch technic are these: (1) In placing the basting stitch it is sometim« 
to penetrate the bowel. If the bowel is penetrated the stitch is infected, 
pulled out it spreads the infection along the track of the stitch and in th 
Even when carefully inserted there is sometimes eversion of the mucosa 


sionally the stitch hangs and it is difficult to remove. This traction 


stitch may disarrange the permanent sutures. In one case he found it neces 


the bowel in order to remove the basting suture, and the patient died 


amount of diaphragm is turned in, so obstructing the lumen. This co: 


in the amount of tissue already turned in by the basting stitch, but in the ti 


the basting stitch and the permanent suture, even assuming that only one 


manent sutures is used. Unless the calibre of the bowel is large, this diay 


produce complete obstruction, and while such obstruction may be overcon 


mental animals such as dogs with strong intestinal muscles it is of serious 


in man, as he knows from personal experience of a fatal case. (4) The 


basting-stitch technic is not accurately approximated. While this is of 


consequence in a small bowel whose contour is smooth when there is a sn 


of diaphragm, in the large bowel where the contour is irregular and 


diaphragm is turned in by the basting stitch the fecal matter may lodg: 


the mucosa of the two ends of the bowel and cause trouble. A narrow 
apposition of the whole bowel wall (as often observed after the Murphy 
the most desirable eventual results 

If the colon is drained for at least ten days before the resection b 


enterostomy opening, the resection can be done with almost as much 


colon as in the upper small intestine under ordinary conditions. The mu 


whole bowel wall are sutured with linen or silk from within as far as 
including the mesenteric portion, and then the remaining portion can be 

from without if necessary, tying the suture to the original end. Over thi 
series of interrupted mattress sutures of catgut, and after tying them the 
be passed through some adjacent peritoneal covered fat, such as the on 
enterostomy should not be closed for at least ten days after the resectior 

Dr. W. E. SistrunkK (Dallas, Tex.) said that he had always felt, 
he had done, that the high mortality which came from operations on the 
many instances, from the effort to accomplish in one operation something 
should be divided into several different stages. A great many patients | 
through failure to appreciate that a patient can stand so much and no n 
if one does try to divide operations into stages, although a good deal of t 
the patient, that many times the patient may be sent home well instead 
way. 

He had always felt in resecting the ascending colon that he obtained 
by carefully preparing his patients beforehand, in order to get the bowel 
possible, then through a left incision by making an ileocolostomy Thi 
allows drainage below the loop which may be partly obstructed and puts 
extent, at rest. This does away, to a great extent, with the acut 
surrounds practically all carcinomas of the bowel 

After a period of two or three weeks has passed, and the patient is 
one can go back to a perfectly clean incision on the right side and res¢ 


after it has been mobilized, and then have nothing to do but close off the 


the bowel, the ilium end and the end of the transverse colon, and the opera 


r 


( 


1 


pleted. Many times this can be done without any draining, and only a dela 


three weeks is occasioned by this step 
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to the sigmoid, which apparently was adherent to the top of the bladde1 


her. Although the entire sigmoid had been removed, he found little bu 
running up the ileum for about six or eight inches and one of these had be 
to the bladder and produced the kink. The release of that immediately gay: 
relief. 


Dr. Harry H. Kerr (Washington, D. C.) differed from Doctor Hor 
disadvantages, or the weakness, of the basting stitch. 

The question of turning in too much bowel depends upon three 
much has been crushed in the clamp; how tar the basting stitch is taker 
and how far the anastomosing stitch is placed from the basting stitcl 

In the large bowel the amount of invagination is not of as great 
the small bowel. In the small bowel, the higher you go the more the partial 
interferes with the lumen of the bowel and the greater the danger of 
operating on children, or the small bowel of adults, we divide the bowel 
its axis. If it is divided at an angle of 45 degrees, the circumference of 
twice the circumference of the bowel and the danger from invagination disa 

If one uses a single anastomosing suture one reduces the amount of the 
The question of the amount of invagination is easily controlled and sh 
obstruction. By the use of a single anastomosing suture the amount of 
materially reduced. 

As to the difficulty from breaking the basting stitch in my earlier 
had a basting stitch break but | now use stout Pagenstecher linet Stout 
stetcher linen, | think, should be used 


As to the possible advantage of suturing the mucous membrane, he d 


primary union. We all know that intestinal union is not by the healing 
but by the aggiutination of the peritoneum that subsequently becomes orga 
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that holds because he does not believe you can suture the mucous membrar 
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probably on account of the lack of fluid media, are less numet 
seems probable that the absorption of cellular elements is less fre: 


lhe transvers¢ 


on this point there is a difference of opinion 
the connecting link between the more characteristic parts of th 
and distal colon, and its peculiarities and function grade inset 
one to the other, but from a surgical point of view it is convenient 
it as a separate entity, so that for our purpose we may considet 
to be divisible into three parts: The proximal, from the ileo-ca 
a point beyond the hepatic flexure; the mid-colon, from the hey 
splenic flexures; and the distal which includes that portion from 
ing the splenic flexure to the beginning of the rectum opposit 
sacral vertebra. 

On account of these conditions, as is well understood, a tu 
proximal colon seldom causes obstruction, but is likely to grow ratl 
to inteffere with peristalsis and thus cause pain, to ulcerate and ble 
and thus cause anemia, and to give off poisonous degeneration 
which may be absorbed and cause toxemia; whereas the same type 
in the distal colon is likely to be of slower growth. to cause ol 
symptoms, to bleed less readily and perhaps to metastasize later 

The variables which have to do with complications caused by 
of the colon, irrespective of its location, are chiefly obstruction, exter 
the growth to neighboring organs, metastases by the blood or lympl 
and perforation with local abscess or peritonitis. Partial, intermitt 
testinal obstruction wears the patient down by its colicky attacl 
anorexia, alternate attacks of constipation and diarrhoea, and 
with the patient’s nutrition, while complete obstruction introduces 
gency which must be dealt with at once, with the object of giving 
relief and with the secondary but not less important object of radical 
of the cause when this is possible. Involvement of nearby organs 
extension, or of tributary lymph-nodes and distant tissues by bl 
lymphatic metastases, introduces self-evident operative problems. P 
tion of the bowel wall by the lesion causes local abscess or local 


peritonitis which will require immediate and perhaps heroic measut 


their arrest before the underlying problems can be attacked. Different 


binations and degrees of these variables may present such a great vari 


conditions that it is of the utmost importance that the surgeon should 
a general plan of campaign in mind to meet them. It is with the hoy 


presenting more evidence on which to base such a plan that the expe 


of the Peter Bent Brigham Hospital is here presented. 


Since the hospital admitted its first patient in January 1913, to 





1931, a period of seventeen and one-half years, 154 patients with carci 


of the colon have been operated on. Of these eleven had a simple exp! 
tion, of whom seven recovered and four died, giving an operative mort 


of 36.3 per cent.; fifty-eight had a palliative or short-circuiting oper 


for the relief of obstruction with thirty-six recoveries and twenty-two « 
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a mortality of 42.8 per cent. Two of the patients who died had 
metastases, one of whom developed peritonitis and ileus, but apparent 
from handling the infected neoplastic bowel wall than from 
anastomosis, which could not be demonstrated. The third fatality 
from cardiac failure in 24°. In addition to these preferred met! 
was one instance of successful resection of the hepatic flexure fol 
side-to-side ascending-transverse colostomy with simultaneous czecost 
one successful case of end-to-end anastomosis of ileum to transvers: 
made easy by the great distention of the former. The fifth fatalit 
right-colon group was due to shock and peritonitis following an et 
Mikulicz procedure made between limbs of the ileum and transve1 
necessitated by the collapse of the patient on the operating table. [1 
the successful end-to-side anastomoses in a patient with extensiv: 
metastases a simultaneous ileostomy was done. The average period 
pitalization of patients upon whom successful right colectomy was 
22.3 days. The analysis of the records of this group does not sugg 
any of the five fatalities could have been avoided by a provisional 
Four of the patients showed extensive metastases and one had chroni 
disease, and in the one instance where peritonitis was a factor no I 


be demonstrated at autopsy. The conclusion seems justified that 


1 
yy 


method of handling carcinoma of the right colon is by resection of th 
right colon, with end-to-side anastomosis of ileum to transverse col 
out preliminary or simultaneous ileostomy. It is possible that 11 

} 


cases a fractional method in stages as suggested by Goetsch might bh 


In the transverse colon we are dealing with a portion of the bow 


is mobile, entirely covered by peritoneum except for the omental 
possessed of a good but not rich blood supply, and containing semi 


pultaceous fecal contents, which may become inspissated and lumpy 
] 


presence of marked stasis. Obstruction is not common, partly becau 


fecal stream is fluid enough to pass through a small opening, and 
cause the superficial position of this portion of the bowel makes it 


the tumor will be noticed by the patient or his physician before the sy1 


are advanced. The bowel being mobile by virtue of its long mesente1 


section can be carried out without great difficulty—on the other han 
tumors seem to be peculiarly liable to involve the greater curvatur 
stomach and to a less extent adjacent coils of intestine. The problen 


to decide whether a primary resection shall be carried out, and if so, | 


anastomosis or by the Mikulicz procedure ; and whether by either metho 


should be a simultaneous proximal safety-valve czecostomy or colostot 
preliminary one made some days before the resection. 


The advantages and disadvantages of some of these methods 1 


carefully considered. With most authorities a cecostomy is the ideal 


of temporary safety-valve. Among its advantages are that it is cert 


be proximal to any colonic lesion even if the exact situation of the 
not known; the location of the cecum is very constant and the oj 
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liabilitv of the ends to retract as late as seventy-two hours. and 

183 cases at the Mayo Clinic the mortality was 9.6 per cent. to 

be added 7 per cent. of recurrences in the abdominal wall He 
general statements as to its mortality and end-results are not cor 
studying a group of cases. He finds useful application of the met 
few selected cases. Gehrels® states that the Mikulicz procedure 
have the lowest mortality and advocates a modification which avoi 
surgical” crushing of the spur which may lead to pain, hemorrhag: 
and peritonitis, and substitutes a painstaking freeing of the doul 
colostomy several weeks after the resection, with end-to-end suture, 
tating to enter the peritoneal cavity. Gordon-Taylor® asserts tl 
Mikulicz type of procedure has the lowest mortality but advises a prel 


cecostomy ofa type to divert entirely the fecal current, which 

to imply that one of the chief advantages claimed for the Mikulicz m« 
free drainage of the bowel from the proximal opening of the doubl 
is in fact, negligible. Sistrunk,” considers the operation as the safest 
in certain cases of carcinoma in the mobile portion of the color 
contraindications which he gives limit its employment to a few cas« 
Says it is unsuitable for adherent growths with infection of the bow 
and adjacent tissues, for large growths associated with infection, 


structing lesions, and for growths in the sigmoid in obese patients wit 


mesenteries. He recommends for some of these cases a modified pro 


preceded by a transverse colostomy. Richardson,'’” Bolling," 


Mummery,'* de Martel'*, all advocate a modified Mikulicz-type proc 


1 


certain cases; on the other hand, Grey-Turner'™ apparently gives the 
no consideration, 
The alternative to an operation of the Mikulicz type is resection 
lesion, with immediate anastomosis by either simple suture or by on 
] 


two-score-odd aseptic methods, which as Rankin says, have been des 


either as a complete operation, or accompanied or preceded by som« 
temporary intestinal drainage. The experience at the Peter Bent 
Hospital is offered as an aid to understanding and solving thes¢ 
points. 

Eleven resections of the transverse colon have been made with tw: 


a mortality of 18.1 per cent. Nine of these resections were mad 


suture anastomosis, end-to-end——of these eight recovered and one die 


were made by the Mikulicz method, of whom: one recovered and 
\mong the eight successful suture anastomoses three had a preliminary 


valve cecostomy and five did not; the hospitalization of these patient 


aged 31.2 days. The one fatality was due to adhesions of the small int 


to the suture line, with kinking and obstruction: this patient had had ; 


nary cecostomy, and inasmuch as the adhesions were presumably duc 


to local infection at the time the anastomosis was made, or to subsequent 


leakage, it may be argued that if a proximal colostomy of complete tyy 
have been made, to divert completely the fecal current and permit cl 
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the distal colon made by suture anastomosis remained in the h 


j 


| 


average of 43.3 days; the thirteen successful Mikulicz cases stayed a1 


of fifty-three days. ‘Among the suture-anastomosis cases 50 per 
completely healed on discharge and 27.2 per cent. had a fecal fistul 


remainder had granulating wounds or sinuses) ; whereas among the 


cases only 30.7 per cent. were completely healed on discharge and 5 pet 
cent. had a fecal fistula. As giving some evidence of the comparat 
eral character of these groups, it may be added that 63.6 per cent the 


suture-anastomosis patients were completely obstructed on admissi 
trasted with 46.1 per cent. of the Mikulicz cases. If the distal « 
transverse-colon cases were combined, constituting a larger grou 
both the suture-anastomosis or Mikulicz procedure are applicable, 
dence appears to be even more in favor of the former. The average h 
zation of the suture group is forty days; that of the Mikulicz serie: 
six days; the incidence of fzcal fistula is 20 per cent. for the sutur 
and 57.1 per cent. for the Mikulicz; the mortality is 14.2 per cent. cor 
with 22.2 per cent. In further comparison of these two methods the r 
of the hospital records cannot fail to be struck by the frequent menti 
the Mikuhez cases of pain occasioned by the application of clam 
necessity of re-application of clamps, and the annoying infectior 
wounds. In some confirmation of the general impression of the fal 
statistics it may be mentioned that in the early days of the hospit 
resections were done by the original Mikulicz method with good re 
and average final results. 

A question which has been of especial interest to the writer 
years is that of the relative efficacy of a cecostomy or colostomy of tet 
type made with a tube which necessarily diverts only a part of the fa 
rent and acts as a safety-valve to prevent gaseous distention, and 
colostomy of permanent type which completely diverts the bowel content 
theory, the former is easier to make, gives sufficient escape of the fa 


1 
] 


rent to safeguard the anastomosis and will close spontaneously, w! 


| 


latter is harder to make, is unnecessarily complete in its function and 
requires formal operative closure. The writer believes that all but 
of these assertions are frequently untrue, and that the permanent 
colostomy as a preliminary to all resections with suture-anaston 
tumors of the colon distal to the mid-point of the transverse col 
operation of choice. In this viewpoint he is probably greatly in th 
since most surgeons perform the temporary cecostomy or colostom 
matter of course. Pfeiffer and Smyth,'® however, and Judd? advocate 
plete diversion of the fecal stream and irrigation of the distal colon to 
it before resection, and Gordon-Taylor® has already been quoted as 
a complete czecostomy. Rankin‘ states that operative closure of a col 
is a much more formidable procedure than of a cecostomy. Kor some 
the writer has practised the permanent type colostomy in suitable ca 
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delicate white linear cicatrix which has formed at the edge of 

in the bowel wall and which now tends to constrict and maintain 
sion is carefully dissected off, the mucosa can be readily turned 
surprisingly small opening remains to be closed by a two-layer cat¢ 
\ folded bit of protective tissue should be carried down just 
aponeurosis, and the wound otherwise closed in layers. 

The scrutiny of this group of cases of resection of the colon for 
has'gone far toward confirming opinions which have gradually 
in the writer's mind and which for some years he has been adoptit 
tice. The particular doctrine which he wishes to support and wl 
to him to be justified by the experience quoted above, is that 
of permanent type, made as a preliminary or first-stage operation 
of the distal colon, and later closed when its work is accomplish¢ 
superior to the tube-drainage, temporary type of procedure. Its a 
are that it completely diverts the fecal contents, which gives the best 
relief of obstruction; it permits the cleansing by irrigation of the 
field in the distal colon so that something akin to an aseptic res 
anastomosis may be done—whether by open suture or by some spe 
nic—it absolutely prevents any strain on the suture line by distent 
gas and fzcal matter, and any soiling from the same source. Its disad 
may be alleged to be greater difficulty in execution, and the nec: 
formal closure. As a matter of fact, it is no more difficult to mak 
manent than a temporary type of colostomy; it occasions less wout 
tion, and as already pointed out its closure—for which no anesthesi 
local infiltration is necessary, is not difficult. There is no reaso1 
favorable cases the colon at the seat of the proposed resection ma 
rendered practically aseptic. If the lesion has caused obstruction ai 
fecal material has accumulated proximal to it, but distal to the c 
difficulty may be experienced in clearing it out, but usually wit! 
afforded by the colostomy and the consequent subsidence of cede 
inflammation the passage of the bowel contents, softened by 
means, can be secured, and in any event if it remains in the color 
not threaten the anastomosis until healing is complete and th 
closed. 

\n attempt may be made to formulate a plan for the selectior 
appropriate operation for carcinoma of the colon, on the basis of 
rience above recounted, as follows: in a lesion of the right color 
ileo-czecal valve to a point beyond the hepatic flexure, the entir 
should be removed and a suture anastomosis made between the et 
ileum and the side of the colon; a provisional proximal jejunoston 
made by the Witzel method, but is probably unnecessary In 

| of the transverse colon, a c#costomy should be made, using a larg 


rubber tube, followed after its function is well established, by resect 


the lesion and end-to-end anastomosis by any recognized method ot 
Probably the cecostomy may be omitted with slight risk. In lesiot 
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WILLIAM D. HAGGARD 


The symptoms of carcinoma are notoriously inconspicuous 


the onset of obstructive phenomena bearing on the diagnosis tl 


her 
points in the history that if present are significant. The most 
change of intestinal habit lasting from a week to a month. <A: 
others are abdominal distress, dy spepsia, occult blood, weakness 
urgency with futile attempts, palpable tumor in the right s 
weight and strength, constipation, blood and mucus. When lov 
the rectosigmoid area, the partial obstruction may cause the cl 
pensatory diarrhcea. The duration of carcinomatous growth b 


nizable in men is 7-8 months; in women &9 months. ( Morris 


When there is any type of intestinal dysfunction, such comn 


pervading symptoms as constipation and diarrhcea are probab) 
with less careful inquiry and investigaton than any othe 
symptom. 


Prior to obstruction, progressive constipation exists in fror 


to one-half of the patients in the presence of a low left-sided lesi 


The question may well be asked how long should constipatio 
symptomatically without an examination and without thought of 
cal cause? Moynihan says: “In left colonic growths, constipatior 
while in right colonic growths constipation is rare.” 

Chronic intestinal obstruction probably exists in a greater o1 
in 40 per cent. of the cases, when seen by the surgeon. Wher 


marked, it can only be inferred by the intestinal distention with 


irregularity of bowel movement. Sometimes the patient has a d 
tion of stoppage of the fecal flow at a certain point which he wil 
Moreover, the gurgling of gases through the stenosed area is 
should be listened for. 

Cases diagnosed rather cavalierly as “intestinal indigestion” 


of bloating and mild distress, often mean carcinoma. Chroni 


u 
a diagnosis which always requires support and creates suspicion 
elderly person, be a masquerade for carcinoma. Medical treat 


positive disadvantage because restricted diet and mineral oil unfortu 


obviate the pain that a generous diet and a lack of solubility of st 


produce, which would necessitate a more careful investigatior 


obstruction associated with abdominal cramps ard urgency of bows 


ment, perhaps with diarrhoea, is sometimes associated with streaki1 


stool with blood. This would be the colloid, adeno-carcinoma, wit! 


tion and resulting fixation and tumefaction. Partial obstruction 


days temporarily relieved by enemata, may recur after days or w 


} 


sometimes months of relative freedom, only to reappear with redoub! 


or with complete obstruction 


Visible peristalsis is not as appreciable in the large intestine as 


the small and can be, of course, seen more easily in thin subjects at 


seen is of a sluggish undulation more prolonged. In the low, recurri 


of partial obstruction, not due to annular constriction, the patient 1 
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ously diagnosed or even examined by digital method. Failure to « 
rectum not only for suspicious symptoms but in a routine physi 
tion is one of the scandals of our diagnostic errors. Low-lying 
be visualized by the sigmoidoscope and if possible a biopsy may 
determine the grade of cancer and its bearing upon advice an 
Surgeons may not need the admonition to use extreme gentlet 
Turner refers to five cases in his knowledge of perforation of 
by the sigmoidoscope, one in his own hands resulting fatally althoug! 
ate abdominal section and suture were carried out. In unlocaliz 
tion the blind cecostomy, under local anzsthesia without explorat 
procedure of choice. 

Obstruction occurs six times as often on the left half of the 
the experience of Burgess, as it does in the right half—87 per cent 
13 per cent. A simple colostomy, however, is a serious undertaki 
the Brigham Hospital series the mortality was 39.1 per cent. and Gi 
ner’s was 39 per cent. Resections in both of these clinics wer: 
per cent. only. With preliminary colostomy it was 9% per cent 
it was 35% per cent. 

The permeability of the diseased gut, with the trauma of th 
invites an exudate of virulent microorganisms. This largely ex; 
higher death-rate of palliative colostomy. The amount of 1 
required to determine its obstructiveness and the future operabil 
timed. It sets free the highly septic flora of the obstructed 
sets up a degree of peritonitis that in aged, debilitated, dehydrat 
is so often fatal. It is the toxicity of the imprisoned secretions 
obstruction that gives the added danger to exploration. Thus in a s1 
ber of acute obstructions at the Mayo Clinic, the mortality for « 
was 42.85 per cent., whereas palliative colostomy, on account of inope1 
gae a mortality of 7.67 per cent. and colostomy in the group wher: 
operation was considered advisable was only 2.7 per cent. Generally 
the “blind czcostomy” proposed by Stiles in the acutely ill and « 
obstructed patient is wise and safer surgery. The Gibson type of ca 
with a three-quarter-inch tube is satisfactory. 

With spinal analgesia and a moderate Trendelenburg position, 
obese subjects, the parietal wall can often be elevated and mobili 
ciently to visualize the lesion without the danger of unwarranted at 
ous exploration to determine the location. 

If any exploration at all is done, the general abdominal examinati 
etc., should be alone carried out. In any event it should precede « 
most superficial examination of the growth. Everyone can recall 
where only an exploration to determine the site and character of t! 
would have prevented disaster. Therefore spinal analgesia, and 
ing relaxation, allowing visualization, is a most helpful substitut 
manipulation. 
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The Mikulicz-] operation in the movable part of the « 
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obviates possibility uncer implant in the wou 
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COmMpiete struct ind 21 per cent. mortality without complet 
tion, which means that the cases with complete obstruction proba 
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SURGERY OF THE LARGE INTESTINE 
By WiturMm J. Mayo, M.D. 


or RocuestER, MINNESOTA 


| HAVE been asked by the officers of the American Surgical A 
to present a paper on surgery of the large intestine, based 

of the Mayo Clinic from the first radical operation, in 1890, 

1931. In this period, 5.426 operations were performed on the 
ascending colon, transverse colon, sigmoid, and rectosigmoid 

the rectum. In reviewing this mass of data representing forty-o 
a developing field of surgery, one finds much of interest but also 1 
would take up time unprofitably. 

In an endeavor to deal with so large a mass of statistics of ope: 
formed by several surgeons over a long period, it is difficult 
than to state generalities, and these generalities should not be o 
weight as the number of cases reported might indicate, lest sig 
attached to quantity rather than to quality. It should be remet 
reports of smaller groupings of statistics presented by surgeor 
worked up their cases in great detail from every standpoint 1 
respects have greater significance than composite statistics sucl 
present. 

The statistics given in detail in the accompanying charts, for 
indebted to Dr. Fred W. Rankin, are for the years 1929 a1 
the earlier years from 1890 to 1929, I shall content myself wit! 
toric comments on the growth of our knowledge in this field 

First | should like to direct attention to some of the 


anatomic facts which have been developed in this period largel 


ical investigation and research. The significant fact to be deduce 
gradual change from surgery controlled by gross pathology to surge 


on physiology. It should be noted that the understanding of « 
which lead to the late manifestations of disease which cont 
in the past is helping us to a broader comprehension of diseas¢ 
stages and consequently an increased percentage of cures 
knowledge the Roentgen-rays and various forms of endoscopi 
are playing a remarkable part 

Physiologic and Anatomic Considerations—I\in any conside1 
organ we always think of anatomy as fundamental, but in real 
is the architect which designs the anatomic structure 

Kmbryologically, the colon has its origin on the left side of th 
the small intestine in six primary convolutions on the right side 
the eleventh week the embryonic colon begins to move to the right 
tinues to move until the head of the colon reaches its normal situ 
after birth. The right half of the colon originates with the smal 
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The autonomic nervous system is largely independent of th 
nervous system. The autonomic fibres regulate the action of the 
intestinal tract, and the other viscera, the ductless glands, the blood 
and all organs containing involuntary muscle. 

The autonomic nervous system has for one of the most important 


under its control the non-striated muscle, which was probably the old 


all forms of control. Then came the internal secretions followed 
sympathetic nervous system; the internal secretions might be said 
esquely to play on the sympathetic nervous system to produce its 
as hands and fingers play on the piano. This association with the 


~ 


LY AaStro 


striated muscle is well shown in the intramural plexuses of the gasti 


testinal tract, as described by Keith, and again by intestinal peristalsis, 
contractions to the minute, and that vascular type of peristalsis which 
eighteen to twenty times a minute and acts as the heart of the portal 
lation to the liver. 

Gaskell described the small, round, medullated nerves which conn 
anterior horns of the spinal column with the great sympathetic nodes, 
which are direct connections, except those which pass to and throu 


suprarenal glands before reaching the ganglions, showing the close con: 


between the important internal secretion of the suprarenal glands and 


¢ 


or] 


+} 
] 


I 


ect 


1 


sympathetic system. Langley described the parasympathetic nerves, the \ 


and pelvic nerve. 
We begin to see that certain obscure happenings in connection w 


large intestine may be due to localized spasms of the smooth muscle |: 


+? 


L1vel 


the blood-vessels. Again, now that we are getting new light on the sy: 


thetic nervous system, which acts as a brake on intestinal peristalsis, 
a possible explanation of some phases of the development of diverti: 
Learmonth and Markowitz have shown that after section of the inh 


nerves to the colon of the dog, a barium meal may produce an appearai 


suggestive of early diverticulosis. 


The work of Hunter and Royle has stimulated fresh surgical int 


the sympathetic nervous system. In this field Adson, Rowntree, and their 


associates have been able to relieve megacolon and similar disorders 


resemble the dilated cesophagus in cardiospasm, by removal of the | 


sympathetic ganglions and their communicating branches. The operat 


effects its purpose probably by leaving the sacral sympathetic outflow, 
is motor to the distal part of the colon, in sole control of this part 
bowel. Such procedures have also brought about marvelous rel 
Raynaud’s disease, in disease of the blood-vessels of the extremities, in 
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one element is contraction, leading to gangrene, such as is seen in buerget 


sympathetic ganglions and their communicating branches. 
In 1909, | presented before this Association the results of some at 
investigations which developed the fact that the external peritoneal 


ments of the colon on the right side did not contain blood-vessels or 


structures of importance and that these attachments to the lateral abd 
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disease, and in certain types of chronic arthritis, by removal of approj 
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wall coul ready vided, so that the co] oo 
side and to a consid le extent on the left aoe 
abdomen iretu ection under the eve. By 1 ie tense 
were mace access | the relations of th 
right colic and ileo rteries, were made cle: 
to which the omentu: is a 


same extent, espec il y ih the high lyu - Si lent vie wi ch cl 


In 19 re ’ paper before this a 
and surgi relat p ot the rectosigmoid The region of 1 
moid is ot great interest: it 1s the most const1 ted port 
intestine, ind it is here that the type of epithe lium chas pone bh, 
of Houst n, situated I ediately below the rectosig1 idl, Sug y* 
portion of the bow mechanical function, and one sees why it 
quently affected by 1 snant diseasi 

cm ene Cuusty-ork ipers I have presented before this org 
have beer the la testine \ iS revi¢ these contribput 
subject under discu | find a picturesque history of the devel 
this interesting fi I urgery ()ne ot the outstar ding conti 
this deve opment wa the adoptie n bv ( H Mave » xio , 
stage operation tor resection of the large intestine, to overcome the 
tion which to son xtent 1s so often present, and later his modif 


popularization of the Mikulicz operation. In this procedure the 


portion Ot the colo! with its glands and other invo ved tissue Va 

outside the abdot il wall and tastened, and not removed unt 

periton hes orm lhe ends the bowel form« 
] 

coOlOsSTOmMmY were unite ite! 

Ot great wort ’ was the contribution of Balfour. wl 
demonstrated thi e, in primary resection in continuity of tl 
and rectosigmoi sing a tube, of the stor tube type 
anus al tum tft nt 6 or 8 inches above the anastomosis 
it in |. tor { ter ] t+ +} ; ‘ ¢ 

! piace ; ox Cll days, tO Carry ort the gas Oo prevent 
and to 1 ntau testinal channel in propet itio1 his 
in the absence of truction, otten enables one to save functi 
avoid the necessit making a colostomy, either temporary or p. 

Roy lic In th dea lea fean Q , rat; 

De} i i ie 1ecace LTO) LOQgoO LQOO operat 
formed in the cli seven cases ot tuberculosis of the large i1 
hve of which resection was made with truly extraordinary results 
earlier years we w relatively more tuberculosis of the intestines 
later years Phe Ypertl lasti ileocecal coil, like the old types of dis 
the bones and joints. was largely the result of the bovine type of the 


nd t] reg, en 


of tuberculosis carried in milk, and as the years have brought 
milk, these types are d 

In 1907, Wilson, Giffin and | reported five cases in which 
i sigmoid was excised for obstructive diverticulitis. with formatio1 
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hese were the first instances recorded in which an actual demo 
the pathologic change in diverticulitis was made during the life of 
| presented a paper on diverticulosis at the last meeting of th 
(1930), and | have nothing of importance to add to the subject 
Malignant Disease —C. H. Mayo taught us to wrap the col 
omentum in cases in which the blood supply was seriously injure: 
to use the omentum to protect the anastomosis in resections as fat 
sometimes drawing the colon through an artificial opening in th 
and attaching it to the parietal peritoneum, so that if perforatior 
the site of union, the peritoneal cavity would be protected 
In surgery of the sigmoid the anatomic relation of the uretet 
pelvis must be taken into consideration. On the left side, esp 


ureter may be and often is so closely attached to a growth in th 


] 
i? 


of the sigmoid that it cannot be separated without the possibility « 
a portion of the growth with the adherent ureter. In my first cas 


Tr! 


character, after a difficult operation, finding an otherwise no 
closely attached to the involved sigmoid in a removable malignant 
cut and tied it at the brim of the pelvis and removed the lowe: 
ureter with the growth, intending to remove the kidney at the sam 
condition of the patient did not permit such a manceuvre, but | expe 


be compelled to remove it when the patient was sufficiently re 


found, to my surprise, that no ill effects followed. The patient 
than eight years in good health, and died from another caus: Sil 
time, on similar occasions | have not hesitated to tie and cut a nor 
bringing about dysfunction and atrophy, and without harm. I hav: 
that accidental cutting of a ureter happens occasionally on on 
forming hysterectomy without any one’s being the wiser. 

In 1917, I first performed transperitoneal sigmoidotomy for ret 


a bleeding papillomatous growth, and found it very easy of accor 
\fter incising the sigmoid, the growth, which was single, was | 
of the sigmoid and the cone of normal mucous membrane at the 
ligated and cut with the cautery The sigmoid was closed and 
was closed without drainage. We have had a number of cases t] 
description without a death, and have found the procedure mucl 
every way than resection. None of the patients has had further troub! 

lt frequently happens that in the course of an exploration be 
carcinoma, the finding of enlarged lymph-nodes has acted to interruy 
radical operation. Unless such a node is removed and shown to lb 
cinomatous, the conclusion that excision is useless is not always just 
many instances we have operated on patients who have had such ex] 
and have found at later operation that the nodes were not car 
and radical operation was performed successfully. 

There are some exceptions to the inadvisability of radical op 


“byl 


incurable carcinoma, the chief of which is removal of an opera 
yrowth when secondary growths are present in certain situatioi 
stance, in the liver. The liver has the greatest power of regenet 


726 

















WILLIAM J. MAYO 


tanned catgut. One or two other rows of interrupted sutures of the same n 
placed and the ends are left long. These sutures are sometimes under te! 
under ordinary conditions would appear to be unsafe. The peritoneal cay 
opened and the adhesions to the affected loop are separated and the bowel 
into the peritoneal cavity. The long ends of the suture are threaded in a 
passed through the parietal peritoneum just above the wound. The wound is 
loosely in layers with catgut, drainage being placed down to the peritoneur 
sutures approximate the bowel snugly to the parietal peritoneum. If there is fecal 
it does not occur for at least several days, and in the meantime the general 
cavity has been thoroughly protected by adhesion to the parietal peritoneum 
almost always some suppuration, but usually no fecal matter appears. In ten d 
the resection has been done the union at the site of resection has probably be 

In one type of case, in which the patient is fat or the tumor is large or adher: 
end-to-end or even lateral anastomosis is probably inadvisable. Here the M 
type of procedure is doubtless best. The bowel is mobilized, the mesentery is 
and tied as though the resection were to be done immediately, and then the affect: 
is brought onto the abdominal wound. Two rows of sutures appose the porti 
bowel where the spur is to be, taking care to bring together the walls of the bows 
contain no large vessels. Drainage of gauze and tubes is placed into the peritoneal 
reaching to the stump of the severed mesentery. The loops in the bowel 
clamped and divided with the electric cautery. The clamps on the stumps are left 
at least several days; the drainage is removed in two or three days. The spur is 
by applying a soft-bladed clamp such as is used for occluding the bowel during int 
anastomosis, clamping this gently, so that only the tips at first become engag: 
then after twenty-four hours the clamp can be more firmly applied and the bows 
not slip from its grasp. 

As illustrations of these two types of operations, Doctor Horsley reported t! 
cases : 

Mrs. L. H., aged seventy-three years, was quite fat and in rather poor physi 
dition. The left half of the transverse colon had a large necrotic carcinomat 
with some adhesions and a few large lymph-nodes. The type of Mickulicz operati 
has been mentioned was done, and the patient made a satisfactory recovery 

A patient representing the type of end-to-end suture that has been describe 
Mrs. A. M. B., aged eighty-four years. There was an annular carcinoma of tl 
moid. A complete enterostomy with a glass tube was done on the right side, a 
days later a resection was done with end-to-end union as described. There were 
involved lymph-nodes in the mesentery attached to the resected portion of the 
Ten days after the resection, the enterostomy was closed. After closing the enter 
there was rather marked bronchitis, which, for a while, seemed ominous, but she 
ered from this in a few days and made a satisfactory convalescence. There wa 
any trouble about the abdominal healing 

Doctor Horsley felt that in every case, whatever the technic of resection is, whet 
there is an obstruction or not, it is important to do an enterostomy at least ter 
before and to do it in such a manner that one can tie it off, and, at the same tin 
that it can be easily closed later on 

Dr. LEONARD FREEMAN (Denver, Colo.) said the old controversy that ha 
for so many years as to which is the better method of uniting the large bowel aft 
resection, as to whether it should be done end-to-end, or side-to-side, has been d 
in this country at least, pretty well in favor of the end-to-end anastomosis, in 
the fact that the side-to-side anastomosis offers a much better field for work 
peritoneum and the blood supply is better 

He did not believe this to be properly decided. Quite recently F:nnistere, in Vier 
has suggested a method by which the side-to-side anastomosis can be done with a 


deal of safety. He has used a method for a number of years, and has had opportu 
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in dragging it far enough out of the incision, one is very likely to have « 
of bowel from tension or to have metastasis occur in the abdominal wall 

On the other hand, if one finds growths which are attached lateral! 
as one frequently sees these growths, and if one goes and breaks up thi 
tries dragging them out, and there has been a great amount of contra 
inflammation surrounding the growth, in that type of case one will stand 
of having metastasis occur in the abdominal wall 

The Mikulicz operation, in the properly suited cases, is a vert 
operation; but it is often misused, and many of the bad results whicl 
and many of the metastases in the abdominal wall, come from efforts 
cases in which it is unsuited 

Dr. Rea SmituH (Los Angeles, California) remarked that he neve 
any suture line on the left side of the colon. He always felt safer wl 
right. The reason a tube is not used as often as it should be is becaus 
to have a nurse pass it during the operation. A great deal of trauma 
operation is lengthened by the passing of a sigmoidscope before th« 


placing a tube up in the sigmoid and leaving it there he finds o 


after the suture line it can be slipped through without any troubk 


Dr. Davin CHEEVER said that for Doctor Haggard’s blind czecost 

| substitute a high right transverse colostomy, for the reason that if the 

| the colon 9 chances to I it is carcinoma, and if it is carcinoma 6.5 chances t 
to that point. So if one makes a colostomy there one is going to reliey 


tion, completely divert the ‘current, and give the best chance for a n 
tion at a later date. Whereas, if the lesion is carcinoma, and in the 
the cecostomy does no good 


In regard to the Mikulicz operation, Doctor Cheever was surprised 


attack on it did not bring out more objections because it seems to be 
throughout literature as, on the whole, the best procedure The actual 
records of the Brigham Hospital which he quoted seem to justify hin 
position which he did. They show, in brief, that the radical operatior 


colon by the Mikulicz method carry a considerably higher mortalit 
by the open suture method; that the period of hospitalization is « 
and that a much larger percentage were still incompletely healed when th 


he hospital. The evidence as far as his small experiet 


discharged from t 


1 


strongly in favor of the open suture resection after a preliminary colost 
the Mikulicz. 

Another thing, in perusing the house officers’ memoranda of the subs« 
the hospital after the operation with the Mikulicz procedure, one constant 
such statements as: “Application of clamp not satisfactory”; “Clamy 
applied”; “Application of clamp quite painful”; giving a distinct impres 
comfort of the patient after the Mikulicz resection is less than the con 
open suture resection 


To quote two authorities showing the wide divergence of opinion about 


procedure: Coffey says, in a recent article, “Probably no more important 
been introduced into intestinal surgery than the Mikulicz principle 
English writer, says, “The Mikulicz procedure is grossly overvalue: 
abandoned except in certain instances.” 

Doctor Sistrunk, in an article on the Mikulicz method, lays d 
in which it is not suitable: (1) Growths with infection of the wall 
(2) Large growths which are adherent. (3) Obstructing growth \ 
short mesenteries, and whose lesion is in the sigmoid 


That is a pretty large category which he lays down, and whicl 


| 
are not the best type of case on which to employ the Mikulicz 
He certainly doesn’t want to deny that the Mikulicz operatio1 
and often a very good way of making an anastomosis in these cas 
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THE ACTION OF SODIUM CHLORIDE UPON 
THE SMALL INTESTINE 
By Tuomas G. Orr, M.D. 
or Kansas Crry, Kansas 
FROM THE UNIVERSITY OF KANSAS SCHOOL OF MEDICINI 

IN THE investigation of the role played by sodium chloride in 
the work of Hughson and Scarff' will always stand out as an initial 
for such experimentation. In 1924 these authors noted that the 
venous injection of hypertonic sodium-chloride solution would causs 
peristalsis and suggested that post-operative distention, a mild form of ile 
might very well be avoided by the use of sodium-chloride solutio: 
report two cases of adynamic ileus successfully treated with salt 
failure of pituitrin, stupes and oral and rectal medication. Dreyer 
have also noted in experimental animals that hypertonic solutions of 
chloride cause an increase in intestinal movements. No effect was 
these observers when an isotonic solution was used. A number ot 
authors (* * '*) have used hypertonic salt solution as a therapeuti 
in the various types of ileus. Their published reports are all 
Patry,'* Battista,'* Ross,'° and Coleman!® also record good results 
cal cases. The solution has been used in all cases to stimulate peristal 


In recent years the import 
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observations has been the rel 





Duodenum 


ship of salt to the chemical 
occurring in the blood, incident 
Rubber bulb obstruction of the small bowel. 7 
rise in non-protein nitroge: 
Anastomosis~ a 
and the fall of the chlorides 
result of high intestinal obstru 
can be experimentally prevent 


Fic. 1.—Thiry-Vella loop of upper jejunum. and controlled by the administratir 


of sodium chloride in the treatmer 
to Ky) xph y ay ‘ ; é; 
j of intestinal obstruction and _ peri 
ff tonitis has been freque ntly empha 
VA ‘ . 
4 sized. One of the most interesti 


carbon dioxide combining power 


of sodium-chloride solution. Since distilled water, glucose solutions, sodiun 


bicarbonate and other salts have no such action, it is concluded that sodiun 


chloride plays a specific role in maintaining the water distribution and bal 


ance in the body as well as being an important factor in stabilizing tl 


chemical balance. Hughson and Scarff have made the interesting observation 


that an intravenous injection of hypertonic salt solution decreases the al 
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sorption rate of water from an isolated loop of intestine. [Expe1 
dence presented by Carlson and Wangensteen,'’ Ochsner, G 
ting’® and others conclusively prove that the administration 
sodium-chloride solution stimulates both the intestinal tone a1 
Lehman and Gibson’ have noted that a 2 per cent. solution of sod 
introduced into the stomach will stimulate forward peristalsi 
nausea and vomiting. It is probable that the sodium chloricd 
upon the muscle of the bowel 

In a series of experiments on dogs we have tested the act 
chloride both before and after obstruction of the small bowel 
series a Thiry-Vella loop (Fig. 1) was made and tracings 
intestine taken on kymograph records after administering intra 
and glucose solutions’ of varying concentration.“° In the se 


preliminary jejunostomy was done by two different method 


method used was a simple section of the jejunum about 12 to 1s 


aw, 
¥ ee ao A. 


Bet prone : 
(bout 5 minus LOST vor fea 





Fic. 5.—Kymographic tracing of upper jejunum forty-eight hours after obstr 


the ligament of Treitz with an end-to-side anastomosis between th¢ 
segment and the jejunum below the site of section and a fixatior 
end of the distal segment beneath the skin. After the wound w 
healed the abdomen was reopened, the bowel obstructed about 
inches below the anastomosis and the end beneath the skin opens 
ing a jejunal fistula. (Fig. 2.) The second method was tl 
by Mann and Bollman*! and Scott and Ivy** in which Seg1 
lower ileum was transplanted between the upper jejunum and 
the upper abdominal wall to produce a jejunal fistula. (Fig. 3 \\ 


the latter method since there is less leakage of upper intestinal juic 


endangers the life of the animal.** At the operation for obstruct 


jejunum, a rubber bulb with catheter attached was placed in the 

portion of the gut while the abdomen was opened. In so! 

slight constriction of the bowel was made with a ligature 

bulb to prevent its regurgitation. In almost every experiment 
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quite striking.-* A high percentage of patients having abdomin: 


ciated with moderate distention respond to the intravenous in 


cubic centimetres of a 10 per cent. sodium-chloride solution wit! 
of flatus and relief from pain. It is frequently necessary t 


dose from one to three times. In the more seriously il] patients wit 
ing paralytic ileus or intestinal obstruction, 500 cubic centimetr« 

cent. solution is usually used as an initial dose if the blood chlorides a: 
below normal. The importance of giving hypertonic solutions ve: 
must be realized. In the Kansas University Hospital we hav: 
rule that 20 cubic centimetres of 2 10 per cent. solution must be 


a period of five minutes and 500 cubic centimetres of a 5 per 


—_ 
must consume at least one hour. Given at these rates we have 
any bad results. A local thrombus will at times form in a vei: 
it unfit for immediate future use. 

In the treatment of patients having dehydration and hypochloree: 


essential to know that glucose is not a substitute for sodium chlori 


ble and Ross** emphasize this point when they state that sodium ch! 
the only one of a long list of salts containing both of the ions speci! 
quired for plasma repair. It is, therefore, important to recognize 

that a solution of sodium chloride acts as a specific in those patient 
marked fluid and chloride loss. 


CONCLUSIONS 


(1) Experimental studies and clinical observations indicate 


chloride in hypertonic solutions increases the tone of the small int 


stimulates peristalsis. 

(2) The intravenous administration of hypertonic sodium-chlorid 
tion as a peristaltic stimulant is indicated in post-operative distentior 
“gas pains,” paralytic ileus, and as an adjunct to the treatment of int 
obstruction after the obstruction has been relieved either by direct 
or by enterostomly. 

(3) The administration of sodium-chloride solution in proper cot 
tion is considered a specific treatment for the dehydration and hypochl 


incident to the various types of ileus. 
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SPINAL ANESTHESIA 
By Grorce P. Mutuer, M.D. ann Ricuarpv H. Overnout 


or Purape puta, Pa 


FROM THE SURGICAL DIVISION (SERVI B) OF THE HOSPITAL OF THE UNIVERSITY OF | 
THis paper is concerned with a clinical analysis of spinal anzst! 
with the status of our present attitude toward its usefulness. | 
articles on the subject indicate the general acceptance of this 
anzsthesia. Emphasis has been placed upon the desirable featur: 


the technic of administration under such titles as “Controllable Spi 


VLD 


thesia” and “The Safe Spinal Anesthetic.””’ A smoother convalescen 


an absence of pulmonary complications were promised. We have bee: 


to use spinal anesthesia in preference to a general anesthesia 
risk case. Some advocate the adoption of this form of anesthesia 
major procedure, irrespective of age, location of the operative area 
eral status of the patient. here is a paucity, however, of clini 
which include failures, fatalities and immediate or remote untow 
There has been a reversal in our opinion about certain features 
anesthesia. Because of the well-recognized advantages from the st 
of the surgeon, spinal anesthesia will continue to be the anesthesia 
in a large proportion of cases. We are coming, however, to regard 
anzsthetic of less potential safety and therefore not as applicabl 
poor risk case as was first thought. 

When the use of spinal anesthesia was first revived three y 
on the Surgical Division B. of the Hospital of the University of 
vania, special charts for detailed notations about these cases wert 
Up to the present time 533 cases have been given a spinal anzstheti 
per cent. of these have been seen in the follow-up clinic or com 
with by letter. 

The proprietary preparation known as “Spinocaine’’! a novov 


starch solution, was used in the first 114 cases. Among this seri 


were nine failures of the drug to produce anesthesia. We were ver 


concerned about the lives of two patients because of the develop 
sterile meningitis. One patient lost control of the urinary bladdet 
months. In this group of 114 cases there was one table death. The 
reports show, that in this early series only one had any untoward 
later which might be attributable to the anzsthetic. After twenty-tw 
this patient still complained of paresthesias in the lower extremities 
logic examination was not significant. 

We next changed to the use of Neocaine, a French preparati 
in formula and toxicity to Novocaine. The crystals readily dissol 


i \ 


spinal fluid. In this way fresh solutions are certain and no foreig: 
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the operation was to be in the upper abdomen although on thre 


the operative site was the inguinal region. (See Table I.) 
TABLE | 
5 A) te na 1) § sid 
( 

Total Number of Cases 
Entirely Satisfactory 
Partially Satisfactory 

General Anzsthesia to fini 

General Anesthesia supplem 
Complete Failures 

Spinocaine ) 

Neocaine 10 


The most disturbing and serious factor associated with spi 


is the possibility of a marked fall in blood-pressure. A primary 


ondary decrease in the blood-pressure may occur. The first or eat 
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i Graph showins the elatior hetweer the regior ot the 
umount of the blood-pressure f The length of the columns indi 
centage ot cases in eacl £ The first columr il each 
percentage of cases in which 1 h we n the lood-t t. rred 
period of anzsthesia Betweet nd 40 per cent. showed no change 
where the operation was ert med t s interesting t note that 9 per 
patients who had an operat lower extremity were subjected 
pressure fall of so millimetres of 1 ry or mor 


pressure change comes in the first twenty minutes and is dependent 


the action of the drug itself lhe delayed or secondary tall is the result 
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the operation may leave the blood-pressure at an unrecoverabl 
eight cases, which died of shock a few hours after operation, 
pressure never was brought back from the low level induced by spit 
thesia. It is probable that the temporary spinal paralysis was a c 
factor in the initiation of the state of shock. Other conditions wert 
in all cases and the evaluation of the relative importance of the vai 
tributing factors in each particular case is difficult. A brief résum: 


such cases follow: 
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Fic 2 Graph showing the elation between the reviot f the 

the time that the maxir blood-pressure took place Note 
of the groups the maximum fall in most patients, if one ccurred 
minutes after the induction of the anesthesia In the upper abdomir 
small per cent. of the patients experienced the greatest fall in the bl 
late as fifty or sixty minutes after induction These late falls in | 
represent the influence ot iss ited factors incident te the operator 


patient’s disease 


Case I—Mrs. R. M., aged fifty-eight. Gall-bladder disease, jaundiced 


In hospital eight days for observation and pre-operative preparation. Blo 
160/75, temperature, pulse, respiration normal. Ephedrine 100 milligrams gi 
muscularly followed by spinocaine 3.5 cubic centimetres intraspinally. Chol 
and choledochotomy done. Liver showed a moderate cirrhosis. Duration of 
sixty minutes. Steady decline in blood-pressure to 110/70 during first thirt 
Blood-pressure on return to ward 100/60. Patient died thirteen hours after 
after being in extreme shock for one hour. Autopsy failed to explain caus 


A small amount of blood was found in the right sub-diaphragmatic spac 
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tion There was evidence of renal damag« Blood-pressure 180/11 
ephedrine, 50 milligrams and neocaine, 200 mulligrams Explorator 
intestinal obstruction, subacute, and excision of metastatic lesion | 
anastomosis Operating time, seventy minutes Blood-pressure fell 70/4 
of the operation and toward the end was brought up to 110/8o foll 

per cent. glucose After return to room, blood-pressure never exceeded 
Death in thirty-one hours. Uramia acidosis or hemorrhage was not 
autopsy a left hydronephosis and an early simple nephrosis on the right 


Rapoport,* Arnheim and Mage,® McKittrick, McClure and S$ 
Falk’ have reported early post-operative deaths in which the spit 
was held partly responsible. It is our practice now not to gi 


anzsthetic to any patient who before operation or who may duri1 


the operation, possess other conditions which tend to produce a 
pressure. Burch, Harrison and Blalock,* have shown that 
spinal anesthesia do not stand hemorrhage as well as those uw 
anesthesia. Our clinical experience supports their observatior 


shows that other shock-producing agencies are not well tolerated 
liminary rise in blood-pressure that follows the use of ephed 
thirty minutes prior to the spinal anzsthetic has served as a gor 
the flexibility or reserve of the vasomotor mechanism. Thos 

failed to show a rise with ephedrine were more likely to be depr 


spinal anzesthetic. 


In this series there were two spinal anzsthetic deaths, a 1 rt 
per cent. 

Case I.—Mr. J. S., aged sixty-nine Symptoms and signs of intesti 
of five days’ duration. Critically ill, flushed, distended and tense ab« 
plegia for four years. Blood-pressure 124/90, temperature, pulse, respi 
Intravenous saline, 1,000 cubic centimetres was given immediately and ope 
Spinal tap dry. Three cubic centimetres spinocaine was injected into wl 
to be the spinal canal. Anzsthesia was secured to the level of the fift 
ment. The blood-pressure immediately fell to 65/0. Upon exploratior 
a general peritonitis was found There was a volvulus involving the 
and a second point of obstruction in the small bowel produced by adh« 
hepatic flexure. At the conclusion of the operation there was a suddet 
respiration and of cardiac action simultanecusly forty minutes after t t 
given. Artificial respiration, stimulants and an intravenous infusior 
The time of death, after forty minutes, would indicate that it was 
to respiratory paralysis. The prolonged hypotension, the result of a 
factors, with the associated oxygen lack in all the tissues, including 
heart is the most probable explanation for the death in this case Althou 


of anzesthesia provided the most satisfactory relaxation for explora 


it was a mistake to administer it in the presence of other shock prodt 
The second spinal death occurred late in our series when errors 
or management were less likely and in a patient whose general cond 


cr msidered OOo cd. 


~ 


Case I].—Mrs. A. H., aged fift x. This patient had had 
year, principally pain in the left lower quadrant of the abdomet Bed-ridd 


e lower abdomen were found. General 
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(4) Sudden deaths after operation should be charged up part 


spinal anesthesia when the hypotension induced by this form 
persists. 


(5) The site of the Operation or the dose of the drug has a 


small influence upon the degree of the fall in blood-pressure or 


at which the maximum fall takes place. 
(6) The incidence of pulmonary complications is not redu 
anzesthesia. 


Discussion.—Dr. ALEXANDER PRIMROSE (Toronto, Canada) 


with spinal anzsthesia, from the standpoint of the general surgeon, he 


pared to discuss the details of the technic of spinal anesthesia, or th 
different forms of technic, but he did know that in abdominal operatio: 
work of the surgeon infinitely easier. He would like to put it this wa 


harmful results from spinal anesthesia, if certain results are attributed t 
thesia—he was inclined to believed that one minimizes the amount 

viscera under spinal anesthesia and he believed that one can lower thx 
much by handling the viscera delicately and gently—spinal 


surgeon to handle the viscera with the minimum amount of trauma 
\s to the danger of the use of spinal anesthesia in surgery aboy 


he recalled that one of his colleagues in Toronto, Doctor Shenstone’ 


present time, to his record eleven cases of lobectomy in which he | 


las ren 
of the lung, and in some cases one lobe and part of another lobe. In thes 
he has had two deaths The last six cases have been done under 51 


He is firmly convinced that the conditions under spinal anzsthesia ar 
to a successful result in these cases 
R. aroLD L. Foss (Danville, Pennsylvania) sat lat in a paper 
Dr. H in 5 D le, P yl 1 that 
tion of anzsthetics presented in Philadelphia a few weeks ago by 
of this Association, a man for whom we all have the highest regard, 


is summarily discarded as are nearly all means of producing 


anzsthe 
ethylene or ether or infiltratior [his paper was not discussed It wi 
thousands of physicians and surgeons in the country and its conclusions w 
by many, but he thought it should not go unchallenged 
He was greatly interested in determining if he were correct in his 


spinal was proving, in his hands, a satisfactory and, what is even more import 


anesthetic. In going over the records he discovered that his mortalit 
abdominal surgery, had dropped materially since he began, in certain cases 
anzsthesia in place of ether, a decrease that could be directly attributed 
in anzsthetics. It was not only apparent in the general list but proved 
for specific conditions. In reviewing his first 200 consecutive cases of acu 
performed under spinal and comparing them with the 200 preceding thes« 
on under ether. Over 70 per cent. of these patients had peritonitis whet 
him and the operations were all performed by him, in the same hospital 
personnel, and the same pre-operative and post-operative care, everythu 
except in the first 200 cases ether was used, in the following 200, spi 
an immediate reduction in mortality from 7.4 per cent. to 4.2 per cent 


He then investigated his cases of acute perforating duodenal ulcer, | 
intestinal obstruction and those of biliary tract disease. In all there w 


and he felt, significant decrease in mortality fellowing his adoption of spi 


of ether as an anzstheti Staff members are thoroughly convinced f1 


of these results that the change in anesthetics has, undoubtedly, brought ab 


reduction in mortality 
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1 


ward anesthetized for an hour when he could do the appendectomy pra 


twelve to twenty minutes So we use local anzsthesia and just et 


them quiet 


There were times when he did use a spinal. For perforated ulcet 
One gets rid of the rigidity, which is never touched by a general anzsthet 
one to do better work 

Doctor Scrimger spoke of the head down position. If one uses tl 
tion it has a tendency to run dow: Since they changed to neocaine he 
sary to keep them flatter. And here also is where one is in between tv 
tions. If the patient has a tendency for the neocaine to work itself uw 


the flat position, in spite of a small dose, as it does in some patients, if 


that head down position vet tten it drives the anesthesia to a still 

he tries to hold off just a little bit until the glucose solution gets start 
to bring them up Then, after twenty minutes’ time or thereabouts. if 
hypotension is still prolonged, he holds them in a head down positio1 
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preferred, the ether seemingly counteracts the depressing eirect 
form. There have been no complications from the chlorofor: 
plementary anzsthesia is required unless the patient is actively ré 
Technic.—On the evening preceding the operation the patient 
a light supper of tea and toast; nothing is allowed by mouth after 
No laxatives are given at any time, the cleansing of the bowel bei: 
plished by tap-water enemata. The administration should take 
quiet and darkened room. At 5 A.M. on the morning of the oper 
tap-water enemata are repeated. One and a half hours before t 
tion a chloretone suppository of 10 to 15 grains is given to be { 
fifteen minutes by a hypodermic of morphine sulphate grain 1/6 t 
teen minutes later, with the patient in the left Sims’ position, the 
mixture is instilled into the rectum: ether (3 V), olive oil ( 3 IISS 


hyd (3° ). It is essential that this be thoroughly mixed and 


slowly, at least ten to fifteen minutes being taken. <A few patient 
cramp-like pains in the abdomen and if their cooperation cannot b 
they will expel the mixture. At the end of an hour in whic! 
been absolute quiet the patient is taken to the operating room. Imi 


on return to the ward a colonic irrigation of tap water is given; 

a retention enema of 6 ounces of hot coffee. Throughout the entir« 
tion and operation the patient should be closely supervised to 
danger of the tongue falling back in the throat. 

The character of the anesthesia obtained: The patient is analg 
carried on the threshold of surgical anzsthesia. Reliance being plac: 
marked analgesia properties of colonic ether. Analgesia with cons 
is present in the majority of cases. Colonic anesthesia produces 
more analgesia than anesthesia and often in late stages of an opet 
patient is apparently completely conscious, yet the amnesic properties 
that the patient will not remember anything that took place in th 
room. Ether oil is always safe as a light narcosis and the eye lids a1 
reflexes are active, the patient relaxed and analgized. The ice 
anzsthesia yields a quiet and peaceful respiration in which the sw 
and respiratory reflexes are retained. Some of the most difficult 
consuming operations about the head and neck can be successfull 
out as there is no venous congestion and no excessive productiot 
and mucus. The patient can be readily aroused by talking sharply 


Contraindications—It cannot be used with advantage in cases r¢ 


complete muscular relaxation. As the reflexes are not abolished in t! 
it is not a good anesthesia for the ordinary tonsillectomy. It 1s 


dicated in diseases of the gastro-intestinal tract and rectum 


The post-operative recovery is smooth and takes place with fewer 


plications than in the inhalation method. There is little post-operativ: 
and vomiting; fewer cardiac and pulmonary accidents. This was 


ciding factor in changing from the inhalation method to the coloni 
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hours, 17.2 per cent. lasted four hours; 10.1 per cent. lasted five 
per cent. lasted six hours; 0.7 per cent. lasted seven hours; . 
lasted eight hours. During the corresponding period, 1,532 in| 
thesias were administered fhe demonstrated increased satet 
diminished complication rate of colomie ether as compared to tl 
tion anesthesia led to the abandonment of the inhalation met 
head and neck cases. 

he disadvantages of colonic anesthesia: It is not a universal 
it does not give complete muscular relaxation; it is a complicate 
consuming method which requires the cooperation of the patient 
istration and a competent person to watch the patient before 
operation to prevent the swallowing of the tongue. The patient, unl 
constant supervision, should never be allowed to lie flat on the back 
not be used in emergency operations as time is required for the prope: 
tion of the rectum 

The advantages are: It is safe, it is controllable, as the ether 
washed out at any time he prolonged analgesic properties 
ether (it may last from six to eight hours) make it possible to « 
tended operative procedures. Psychic trauma is absent, amnesia 1 
the stage of excitement eliminated. The actual cautery can be u 
mouth and throat. It is useful in short-necked, obese individual 
types of operation. 

Summary.—The following conclusion is based on the 2,150 
colonic ether anzsthesia with an anesthetic mortality of five « 
per cent.). Colonic ether anesthesia is the safest and best for 
with cancer of the head, nes k, etc., whose lesions require a gene! il ana 
for their proper removal 

Comment In order to shorten the preparatory period of anzsth 
have been employing a mixture of avertin and oil ether. We ai 
ready to pass judgment on this procedure as we still consider it 
perimental stage. 
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RESULTS OF SPLENECTOMY IN SPLENKI ANAEMIA, HA 
LYTIC JAUNDICE, AND HASMORRHAGIC PURPURA 
By JoHN pEJ. PemBerton, M.D 
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It seems timely, therefore, to make a critical analysis of the 
splenectomy in the more common diseases, concerning which sufficient 
are available to warrant drawing conclusions. For this purpose, a stu | 
made of the records of all cases of splenic anemia (including B 
ease), hemolytic jaundice, and purpura hemorrhagica, in which spl 
was performed at The Mayo Clinic between December 31, 1908, 
uary I, 1931. The series comprised 326 cases in which splenector 
performed, in 167 of which the reason for operation was splenic anz 
in 118, hemolytic jaundice, and in forty-one, purpura hemorrhagi 
clinical diagnosis was made in each instance by Giffin and his ass 
Since this paper is restricted to presentation of the results of 
in these diseases, consideration of the physiology and pathologi 
relative to the spleen, the pathogenesis of the diseases, the details of ope: 
technic, and the general indications for splenectomy in other disorder 
heen omitted. However, for purposes of clarity, the prominent clini: 
hematologic features on which a diagnosis was based, are sumn 
briefly. Many of the data used in this study have been published 
by W. J. Mayo, and by Giffin 
Splenic anemia.—Osler defined splenic anemia as: “Intoxicatior 
known nature, characterized by great chronicity ; primary progressiv: 
ment of the spleen which cannot be correlated with any known cause, 
of secondary type, with leucopenia, a marked tendency to hemorrhag 
ticularly from the stomach (cesophagus), and in many cases a ter 
state with cirrhosis of the liver and jaundice.” It is the late stage of ance 
that is, the stage in which there is secondary involvement of the live: ! 
manifested by evidences of portal obstruction and hepatic insufficie: 
today 1s commonly designated as Banti’s disease. Strangely enough, 
presence of an enlarged spleen and associated anemia, the diagnosis 
syndrome rests on the absence of any known etiology, and it is little won 
that many observers question whether splenic anemia should be consid 
as a clinical entity, for if the cause of the splenomegaly is identified 
diagnosis of splenic anzemia is forthwith excluded. 
The course of the disease in cases in which operation has not beet 
is progressive, without any tendency toward abatement or spontaneous | 
covery, and the patient ultimately succumbs, usually within a few year 
a result of recurrent excessive hemorrhages or hepatic insufficiency 
first manifestation of this syndrome is often discovered by the patient 
a routine examination, as enlargement of the spleen, and in some instances 1 
organ attains considerable dimensions without other recognizable evidenc: 
the disease. Commonly, however, there are alterations in the blood w! 
the patient presents himself for examination. These consist of se 


anemia of varying degrees, and extreme poikilocytosis; leucopenia w 
lymphocytosis is not uncommonly present, but the leucocytes may be 
in number or even slightly increased. 

One or more episodes of copious hemorrhage from the gastro-intesti 
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mortality of those aged less than forty years was only half that 
aged more than forty years; about 53 per cent. of patients age 
forty vears are still living, whereas only 40 per cent. ot those 
AT¢ alive. 

Owing to the difficulty of accurately estimating the tunctiona 
of the liver, it is not possible to determine with exactness the influ 
secondary hepatic injury has had on the operative results. xcept 
more advanced cases, in which evidences of cirrhosis and portal 
are obvious, it is not always possible from clinical data to judge 
the degree of hepatic injury. Likewise, in some cases in which gross « 
characteristic of advanced cirrhosis are lacking, the surgeon is oftet 


+ 


from observation of the size. color, and consistence of the organ, 


Table l 


Splenectomy for splenic anemia 
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the degree of injury. In livers adjudged on gross examination 


slightly enlarged or congested, microscopic examination of specimens ret 
for diagnostic purposes has demonstrated repeatedly the presence of 1 
hepatitis or degeneration of the parenchyma. Accordingly, in the app 
of hepatic injury the surgeon is more likely to underestimate than t 
estimate the seriousness of the condition, and unless biopsy is obtained 
potential error should be taken into consideration in the evaluatior 
influence of hepatic disease on operative result. Pre-operative esti 
of hepatic function, based on retention of bromsulphthalein, have bee: 
out in only thirty-two cases of splenic anemia. It may be signifi 
the patient in this small series who died, belonged to a group of fitteen 
hepatic functional activity was believed to be impaired. As _ these 


' 
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have been employed only in recent years, sufficient time has not e 
permit a determination of their value in prognosis with regard 
results. 
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Table 2 


splenectomy for splenic anemia 
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removal 


f the spleen in this disease greatly lightens the load \ 


been thrown on the liver by reducing, by at least 20 per cent. the 


blood entering the portal circulation, by removing possible toxic su 


originating in the spleen, and by producing adhesions for the est 


of collateral circulation. 


In spite of the most gratifying benefit derived from the operat 


in many of the advanced cases, as evidenced by the improvement 


blood and of general health, and by prolongation of life, the recurt 


gastro-intestinal hemorrhages in a large group of these cases p1 


discouraging problem. In approximately 50 per cent. of the 
cases in which there was gastro-intestinal hemorrhage befor« 
there has been one hemorrhage or more subsequent to splenectom 
the hemorrhage commonly results from rupture of greatly dilat 


situated beneath the mucous membrane of the lower end of the a 


it has been suggested that this complication might possibly be minin 


tying the coronary vein, with the view of reducing the enormous tut 


by breaking communication with the portal circulation. In the hoy 
moting additional collateral circulation, which is, in fact, nature's 


combating portal obstruction, it would seem that some form of on 


is indicated in selected cases as a measure supplementary to splet 


Because inclusion of a segment of the omentum in closure of tl 


1 


jeopardizes healing, | prefer to incorporate it in the abdomit 


a W 


to the incision for laparotomy. After separation of the several layers 


abdominal wall for 3 centimetres from the edge of the wound, a smal] 


is made through the peritoneum and posterior sheath of the rectus 


a 


muscle, and a segment of omentum 14 to 20 centimetres is then dr 


through this opening and sutured. Similar incisions are made in the 


and anterior sheath of the rectus abdominis, at successive levels, e 
than the preceding one, 2.5 centimetres or more apart, and the o1 
drawn through these; the distal 5 to 8 centimetres is then buried |b 
skin. 

By bringing the omentum out in a steplike manner, conditions 
lished for the formation of new blood channels in each layer of the 
wall, and on account of the oblique course of the openings, the cl 
troublesome herniation are minimized. (Fig. 1.) 

One or both of these procedures, ligation of the coronary 
omentopexy, have been employed in conjunction with splenectomy i1 
of the cases seen more recently, but there has not yet been sufficiet 


permit estimation of their value in the prevention of recurrent hen 


; 


Hemolytic jaundice.—This condition may be defined as haemolyti 


affecting primarily the spleen and secondarily the liver, characteriz 


varying degrees of anemia, by acholuric jaundice, that is, jaund 


unaltered stools and urine, splenomegaly, microcytosis, and incré 


a 


( 


rT 


gility with active regeneration of the erythrocytes. Two types of the 


have been described, the congenital and the acquired, distinguished 
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‘was interrupted by one or more attacks of “crisis,” characterize: 
abdominal pain, fever, increase in size of the spleen, deeperiny 
dice, and increase in anemia. Not uncommonly, the crisis is 
biliary colic, and operation is advised. Conclusive evidence of 
the gall-bladder, with and without stones, occurred as a secondar 
tion in eighty-one cases (68.6 per cent. of the series) and in twe 
of these, operations on the biliary tract had been performed elsew! 
sumably without knowledge of the presence of the primary dis 
none of these cases were gall-stones found in the common bile-du 
in several cases a direct van den Bergh reaction was obtained. 
Operative data were suggestive of secondary affections of 
fifty-five cases. Cirrhosis of the liver was noted by the surgeor 
cases, and in six cases ascites was found, but the condition of the 


Table 3 


Splenectomy for hemolytic jaundice 
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not mentioned. In the remaining thirty-two cases, the live 
as enlarged, congested, hard, or adherent. 


1 


these cases with the 


On comparing the results of the operation i1 


in cases in which the liver was normal or was presumed to b 


would seem that the secondary affection of the liver exerted a de 
ence. The operative mortality was 5.4 per cent. in the former 
compared to 1.6 per cent. in the latter, whereas the proportion 
who survived the operation and who are living, is 80 per cent. in the 
group, and go per cent. in the latter. 

Kvidence of the benefits of splenectomy usually becomes appar 
five or eight days after the operation; the jaundice then begins to 
it disappears completely within two or three weeks. In many inst 
patient is now free of jaundice for the first time in his life. Rapi 


gressive improvement of the anemia is also commonly noted bet 


patient is dismissed from the hospital. However, certain of the 
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nose and uterus, to intractable hemorrhages. One patient di 
of cerebral bleeding. 

rhe typical changes in the blood in these cases were: (| IX 
the number of platelets ; (2) prolonged bleeding time: (3) cle 
tility of the clot; (4) normal coagulation time, and (5) secor 
with evidence of the normal regeneration of the erythrocytes 
resistance test, indicating abnormal permeability of the capillari 
tive in all cases in which it was employed. 

Since the principal indication for splenectomy in hzemorrha 
is a definite diagnosis, it is extremely important to distinguish 
from others in which hemorrhagic tendencies are common, notal 
anemia, hemophilia, and acute leucemia. This usually can be 
complished by correlating the results of detailed examination 
with the clinical history. However, the diagnosis may at times lb 
difheult, and failure of an accurate diagnosis undoubtedly account 
of the poor results reported in the literature. 

In but few diseases in which symptoms are so alarming are th 
results of operation so dramatic as in hemorrhagic purpura 
splenectomy. It occasionally happens that the patient is bleeding 
of operation, and sometimes the haemorrhage ceases before the 
returned to his room. 

An appreciable rise in the number of the blood platelets has 


within twenty-four hours after removal of the spleen, and often by 
day the platelet count 1s within normal range. The thirty-nin 
survived the operation are alive, and all but three are in good hea 


observed, in some cases, mild recurrence of hemorrhage, which ceas 


ing elimination of infected tonsils or teeth. 
CONCLUSIONS 


Krom these data it 1s evident that, contrary to the prevalent 


Cel 


hazardous nature of splenectomy, the operative results (O.7 pel 


pare favorably with those of other major abdominal operations, 
of the relatively common mistakes made in diagnosis, the con 
ciated with disorders of the spleen and amenable to splenectom) 
be identified, provided complete data concerning the blood 
with the clinical history. 

Since the operative results in cases of splenic anemia 
tingent on the presence of secondary affections of the liver and port 


tion, the need for early diagnosis and operation 1s apparet 
ed 


spleens, in the absence of definite etiology, should be consider 
of the splenomegaly of potential splenic anemia, and operatior 
advised. However, clinical evidence of the presence of hepatic injury 
not in itself be considered a contra-indication to splenectomy, sinc 
patients in this group lived active lives for many years after remo’ 
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ABSCESS OF THE LIVER 
By Frank K. Botanp, M.D. 
or ATLANTA, Ga 
FROM THE EMORY UNIVERSITY MEDICAT. SCHOOL 
ABSTRACTS are herewith submitted of nineteen cases of al 

liver treated in the Emory University division of the Grady 
Hospital, during the five-year period, 1926-1931. The first 
cases caused by the endamaba histolytica, while in the remaining 
pyogenic bacteria are the etiologic agents. Ali the patients wer 
Georgia negroes, and only one patient with amecebic disease ever 
the state. The clinical history suggests malaria as a causative fact 


eral instances, but all the amcebic cases were negative for this 


j 


More than 50 per cent. of the patients entering this hospital give | 
\Vassermanns. It so happened that only two of these patients 
During the same five-year period, among approximately the s 
of white patients admitted to the hospital, 25,000, there were tw: 
amoebic hepatic abscess 

A review of the cases of amecebic abscess in the series invites 
concerning the clinical aspects. It has been shown repeatedly tl 
dysentery and abscess are not diseases confined to the tropics 
tropical abscess, meaning amoebic abscess, should be discarded 
abscess also 1s regarded as being single, and pyogenic abcess as being 1 


1 


One of these patients had multiple ameebic abscess; two patients 


pyogenic abscess. Males are more susceptible to the disease tl 


in a proportion of 5 to I, and in the state of Georgia the color: 
considerably more susceptible than the white race. Most authors 
alcoholic addiction as a predisy osing factor in the etiology of ama 
Only one patient among these fourteen used alcohol excessively 
Only five patients gave a history of bloody dysentery prec 
companying abscess formation, and in but one patient could thi 
demonstrated in the stool. The endamaba histolytica, or its encyst 
was recovered from the pus or the abscess wall in eleven of fourtee1 


The three other patients present such typical clinical findings 


abscess that the diagnosis seems warranted. Sometimes amceb: 


found in the first escape of fluid from the abscess cavity, or by sc1 


abscess wall. Again, they may not appear in the discharge until 
or third day after operation. In none of these patients was jaundice 
although jaundice is not easily discermible in the black race 

Ameebic abscess of the liver is divided into the acute and the 
form. There are typical examples of both kinds in the series 
cases are described which might be placed in a third classificatior 
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suspected. The cough may be due to the pressure of the el 
against the diaphragm. MHarrington' reports five cases of an 
abscess, in four of which the lesion was first diagnosed as tl 
than abdominal. Two of the patients in the present group we 
upon twice for amecebic abscess, occurring in different parts of 
widely separated times 

Rogers, (2), in his classical monograph on amcebic abscess, call 
to the presence of the relatively low percentage of polymorphonu 
cytes. This probably is true in the chronic form, in which onl 
causative factors. Although demonstrated bacteriologically in 
these cases, in which staphylococci were found, it appears that 
generally means mixed infection, and both the total leucocyte cou 
percentage of polymorphonuclears are high. 

Rontgen examination of suspected hepatic abscess cases is not 
helpful in the diagnosis (he demonstration of an elevated diay 
valuable information, but sometimes it seems difficult to determin 
the pathology is below or above the diaphragm. Several of thess 
reported as showing pleural or pulmonary lesions, as in Harringt 
rience. LeWald’s*? recommendation offers a solution of the 
lateral thoracic rontgenogram always should be taken. It bring 
complete curve of the diaphragm, and seldom fails to differentiat 
disease below and above the muscle. In some cases such path 
tions may coexist. The aspiration of a liver abscess, and replacement 
fluid with lipiodol, furnishes a graphic rontgenogram of the absce 
ne case in the series presented on percussion a large area « 
just above the liver. This was puzzling until the rontgenogran 
collection of gas produced by a gas-forming organism from a ruptur: 
abscess. 

The diagnosis of amecebic liver abscess would be made easie1 
amcoeba could be found in the stools in more cases. The history 
and signs are variable, and often prolonged study of patients 
One sign always is present, if it can be established—an enlarged 
problem then is to eliminate syphilis, malignant disease, cirrhosi 
causes of enlarged liver. 

Rogers protests against open operation in amcebic hepatic absces 
he claims invites secondary infection and greatly increases the mort 
urges treatment by repeated aspiration. This method may be 
abscess due solely to the endamaba histolytica, if one can locate th 
area without exposing the liver. In the majority of cases 
however, in which mixed infection was presumed to be present 
more radical and more certain surgical incision and drainage seet 
the method of choice. Usually the procedure should be carried 
stages, as in operating upon lung abscess. If this rule had beet 
consistently in the present series, probably two deaths would hav: 
avoided. Since an amcebic dysentery the adequate administration of emetin 
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splenectomy performed two months previously for splenomegal 
splenitis. These three abscesses were multiple, the colon ba 
present in one case, and the streptococcus in the other two cases. Difi 
pre-operative diagnosis between liver abscess due to amcebe an 
caused by pyogenic bacteria, with negative stools, is rarely made, « 
traumatic cases. Certainly, the prognosis is far less favorable i: 
abscess than in single abscess. 
CASE REPORTS 

Case I.—Male, aged forty-tw Admitted October 27, 1926. Four n 
admission, the patient first noticed pain in the upper abdomen, which wa 
few days by the rather sudden appearance of a mass in the region of the live: 
the same time bloody dysentery appeared. He was weak, and apparent! 


tet 


considerable weight. The liver, or a mass continuous with the liver, exten 


eC 


2 centimetres of the umbilicus. The mass was smooth, round and pulsating 

not expansile, and no bruit could be heard. It felt cystic rather than s 
examination showed marked redness of the mucosa, but no ulceration. Rd6nt 
reported deformity of the duodenum, due to pressure, and 4 centimetres’ elevat 
right side of the diaphragm. Temperature 103°, pulse 85. Leucocytes 20,401 
morphonuclears 62 per cent lhe stools were found loaded with endama 


The examination otherwise was essentially negative. The diagnosis was amcel 
of the liver. Following the hypodermic administration of emetine hydrochl 
1 daily for three days, on November 5, under local anesthesia, through a 

incision, a single cavity in the right hepatic lobe was emptied of 750 cu 
chocolate-colored, odorless fluid characteristic of ameebic abscess, and tube 
1 


instituted. Amoebz were not demonstrated in this fluid; the abscess wall was 


Three days later amcebz were found in the discharging pus Alcresta tablet 

were given the patient after the operation. January 7, 1927, the patient wa 

with normal temperature, and only a small drain in the wound Three da ifter 
he returned on account of fever, and swelling in the line of the incisi 

reopened, with further discharge of pus from the liver cavity February 


dismissed as cured. In May, 1931, he was readmitted to the hospital with t 


ment of another ameebic abscess in a different portion of the right hepati 


patient was not very sick this time The abscess was drained through 
the ninth rib in the mid-axillary line Amoebz were demonstrated in tl 
patient left the hospital in three weeks in good condition, returning to tl 
clinic to be dressed. 

Case I].—Male, aged forty-twe December, 1026. first noticed that 


was swollen, but did not seem to be very sick, and was able to continue wit 
He may have had diarrhoea before this time, but was not certain. Februar 
had headache and nausea, and grew very weak There was pain in the 
dyspnoea, but no cough nor night sweats When he entered the hospital, S 
6, 1927, his liver could be felt 10.5 centimetres below the costal margin 
was normal, and did not reach 100” all the time he was in the hospital 
12,250; polymorphonuclears 59 per cent. He had been a heavy drinker he 
diagnosis was fluid in the right chest. September 8, an aspirating needk 
cuced through the ninth interspace, thinking the pleural cavity was being re: 


stead, the withdrawal of 3,400 cubic centimetres of thick brown odorless fluid 


abdominal distention to disappear The swelling gradually recurred, howe, 
fifteen days later, under local anzsthesia, an abscess in the right lobe of th 
drained in one sitting, by resecting the ninth and tenth ribs. Three da 
encysted form of the endamaba histolytica was found in the pus. The p 


dismissed, November 2, as cured 
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FRANK K. BOLAND 


sided, but returned in the same wavy in October, 1924, when she vomited f; 





grew very weak Again, she was comparatively well until September, 10: 
pain appeared in the left side, but she thought the right upper abdomer 
In January, 1928, she had dull aching in the epigastrium. She belched 
gas, usually about two hours after eating. | pon entering the hospital, Mar 
she had a mass reaching 10 centimetres below the costal margin Pet 
pulse 70; leucocytes 14,950, pol morphonuclears 63 per cent Stool 
rontgenogram showed the right diaphragm elevated & centimetrs 
diagnosis was tumor of the r kidney In a conference of tl 
while most members thought ‘the ndition was liver abscess. t 

liver or pancreatic cyst or tumor was consid red April 1, under 
through an abdominal incision. a hepatic abscess, with thick fibrous wall 





in the right lobe, and 4,500 cubic centimetres chocolate-colored fluid ren 





amcebe were found in the pu he patient died eight days after 
peritonitis, with temperature 107 

CaAsE VI Male, aged tw t This patient entered the | pital | 
1929, and died the next day without being’ fully studied He gave a t 
weeks’ illness, beginning with vomiting, colicky pains, daily chill 
diarrheea. Autopsy showed one large liver abscess, and several small ( \ 
were recovered from the walls of the abscesses. 

Case VII Male, aged thirt I Entered hospital November 
history of fullness in the epigastrium and shortness of breath for th 
months, getting progressively wors He had epigastric pain which see 
one hour after meals, nausea and vomiting. and a productive cough, whicl t 
tubercle bacilli. The liver reached 8.5 centimetres below the costal mar 
perature was 101.4", pulse 100, leucocytes 9,500, polymorphonuclears, 74 per « 
genogram showed the right diaphragm 5 centimetres above normal. Gastt 

772 








FRANK K. BOLAND 


unesthesia, first-stage thoractomy performed; April 22, second stag: 


f typical amoebic fluid April 24, amcebe tound in discharging pus Ml 
sent home as cured 

Case XII Male, aged nineteen Sickness started January, 1930, witl 
abdomen, fever, night sweats, prostration, no chills. Admitted May 20, wit 


100°, pulse 140, leucocytes 15,000, polymorphonuclears 81 per cent 

tender, 9 centimetres below costal border No history of dysentery 

Ro6ntgen report was right diaphragm high. Diagnosis.——Ameebic absces 

27, under local anzsthetic, pleura sutured to diaphragm through the nint 

28, abscess in right lobe of liver emptied of 500 cubic centimetres chocolate- 

Numerous amoebic cysts disclosed. The patient’s pulse and temperature dr 

mal a few days after the operation, and remained normal. June 20 dischar 
Case XIII.—Male, aged thirty-eight Patient came to hospital Oct 

apparently very ill, temperature 101°, pulse 120. The liver was very tende1 

liver dulness greatly increased, extending 10 centimetres below the costal 


patient’s sickness began suddenly three weeks before admission, with pat 
shoulder, no nausea or dysentery The diagnosis was liver abscess. No rént 
blood counts were done prior to the operation, which was performed twent 


atter he entered the hospital. Under novocaine anesthesia, through exci 


of the eleventh and twelfth ribs, an enormous ruptured hepatic abscess wa 
taining thick, brownish-yellow pus, with foul odor. Ample drainage was pri 
cystic form of the amceba was found a few days later. Following operatior 
ran a septic course, with leucocytes varying trom 15,000 to 32,000, and the 
nuclears trom 79 per cent. to 94 per cent November 20, rOntgen examuinat 
ing lipiodol injection into sinus, showed abscess cavity in liver. December 21 
lett the hospital as improved 

Case X1V.—Female, aged seventeet She entered the hospital April 
a history of three weeks’ illness marked by high fever and bloody dysent 


abdomen was very tender, rigid and bulging, the liver reaching 7 centimetré 


costal rim. Pulse 140, temperature 102°-104°, leucocytes 24,000, polymory 
O5 per cent., erythrocytes 1,150,000, hzemoel bin 35 per cent She had 
nausea and vomiting. The rontgen diagnosis was diaphragmatic pleuri 


I 
diaphragm being elevated. Wassermann three plus. Bloody stools negative 
April 15, under novocaine anzsthesia, through a right rectus incision, 75 
metres foul, greenish-yellow pus were obtained from liver abscess Amoeba 
lemonstrated The patient continued very sick, developed left lower lobat 
and died April 18 


Case X\ Male, aged twenty-five. Patient entered the hospital Decembet 


in a delirious condition. Impossible to obtain history Temperature 102 
Died the next day Autopsy showed multiple abscesses of the liver, PB 


Case XVI Male, aged thirty-nine Patient had chills and fever 


boyhood. In January, 1915, he had severe cramping pain in left upper 


lasted one year, and later recurred [wo days before admission, May 
experienced another pronounced attack There was a tumor mass in thi 
abdomen, diagnosed as enlarged spleen or kidney. Malarial parasites « 
demonstrated in the blood. Temperature 103°, which dropped to normal aft 
tion. Wassermann negative. May 22 splenectomy was performed under 
anzsthesia The spleen weighed 1350 grams and measured 10 by 20 centimetr: 
diagnosis was splenomegaly due to splenitis. The wound became infected 


ran considerable temperature, but apparently got well, and left the hospital 


with a small draining sinus luly 2, 1928, the patient was readmitted wit 

swollen feet and liver extending 5 centimetres below the costal border The tet 

ture was 101°, then became subnormal. Hepatic abscess was diagnosed, but 
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THE SELECTIVE SURGICAL TREATMENT OF 
DIAPHRAGMATIC HERNIA 


By Cart A. Hepsiom, M.D. 
or Cuicaao, Iu 
DIAPHRAGMATIC hernia is a protrusion of abdominal cot 


an abnormal opening in the diaphragm which results from imperf« 


opment, anatomic weakness 


8) 


literature since 1900, nearly « 


more than one-third as acquired after birth; and about one-third 


trauma. Most of those of th 


In each of these etiologic 


) 
I 


variations which are of mucl 
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contents constitute important 
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\s reported in the liter 
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after birth, but is rarely press 
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, 
I 


larger it is usually postero 


diaphragm may be found antero-laterally or there may be complet 


he ] 
t] 


of the hemi-diaphragm 


opening is due to the fact that it is the site of the pleuro-peritor 
which is closed last by the developing diaphragm \ congenit 
therefore typically involves the posterior portion of the diapht 
is least accessible by a laparotomy The opening may be too 
closure except by the aid of a plastic. In case of a sub-total o1 

a collapse of the chest wall may be a necessary preliminary operatior 


ature, 


trauma. Of 
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\cquired hernias develop chiefly at the cesophageal hiatus, of 
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recent literature. The hernia oy 


and identified by thoracotomy but not infrequently is very d 
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relatively slight indication for reduction or repair unless enoug! 
were herniated to interfere with respiration. 

Adhesions of the hernia contents are most apt to develop 1 
traumatic type. Absence of adhesions can be determined clinicall) 


hernia contents can be seen in and out oi the pleural cavity rontg 





Fi i Seventh-interspace 


tomy approach to csophag« 


Herniation of a small part of the stomach through the cesophag« 
often can be produced by placing the patient in a horizontal or hi 
position while under fluoroscopic examination. Such demonstratior 
hernia is proof of the absence of adhesions. 

Age is an important factor in consideration of treatment. Ot 
traumatic cases under one year of age, 158 (75 per cent.) died 
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ing, but other procedures find their indications as emergen 
measures or as preliminary to repair. 

The most important emergency operation is drainage ot 
tinal obstruction. This may be by a cecostomy, appendecost 


colostomy or enterostomy, according to the individual tndicatior 





Fic. 2 Left costal margir pproach to cesophageal hiatus for 
matic hernia The ligament of left lobe of liver has been cut and left 
for better exposure Rectus muscle s split longitudinally to ne he 
umbilicus then sectioned transversely to avoid extensively damaging 


has called attention to the value of dealing with an acute obstructior 
attempting to repair the hernia. Several cases are reported in wl 
symptoms disappeared following colo-colostomy and no further 
was necessary. If the bowel is gangrenous drainage at the site n 
a fatal issue. 
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approach for repair of a hernia. However, modern equipment 
surgery includes positive pressure gas anesthesia apparatus 
obviates any danger from a wide open pneumothorax incident 
tomy approach. 

The repair of the hernia usually may be accomplished eit 
laparotomy or a thoracotomy exposure. Occasionally both the 
1 


res 
| 


peritoneal cavities must be opened to affect a reduction an 
purpose separate incisions or a combined thoraco-laparotomy inci 


made. There exists considerable difference of opinion as 


merits of these various operative routes, as such. 

The criteria on which they have been compared have beet 
technical difficulties and mortality rates. 

There can be no doubt but that the identification o 


a herni 


ously diagnosed, and its reduction and repair is facilitated by 


approach. Thus, in a series ot 215 cases 1n which laparotot 
formed, the hernia opening was sutured in 129 (60 per cent 
not sutured in thirty-seven (17.2 per cent.); not reduced 


(15.3 per cent.) and not found in sixteen (7.4 per cent 
Of 167 cases, in which thoracotomy was performed, th 
sutured in ninety-one (90 per cent.); not sutured in six; not 


three and not found in seven Of ninety-one cases in w 


ring was sutured in eighty 


thoraco-laparotomy was done the 
cent.) ; not sutured in three and not found in seven. 

According to figures usually cited the mortality rate followi 
is much higher than following thoracotomy, but this differenc 
due to the relatively much larger proportion of obstructed cas‘ 
by laparotomy. Of 467 cases, 246 were operated by laparoton 
six deaths (34.9 per cent.) ; 132 were operated by thoracotomy 
six deaths (19.7 per cent.); eighty-nine were operated by 
laparotomy and thoracotomy and of these twenty-eight 21.4 
died. Among these same 407 cases 149 were obstructed. Of the 
operated by laparotomy with sixty-nine deaths; twenty-three by 


with four deaths (17.3 per cent.) ; twenty-six by a combinatior 


>is 


routes, with seven deaths (27 per cent.). There were 318 not 
cases. Of these 146 were operated by laparotomy with twenty-sev: 
(18.5 per cent.) ; 109 by thoracotomy with twenty-two deat! 
cent.) ; and sixty-three by the combined route with twenty-one di 
per cent.). It would seem probable that the patients with intestin 
tion who represented the poorest surgical risks were almost wit! 
tion subjected to a laparotomy. The increased mortality in thes 
perhaps a few exceptions would be due to the obstruction as such 
to the operative route, 

The uniformly high mortality rate following a combined tl 
and laparotomy is probably due in most cases to shock and 
incidence of post-operative complications. 
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long standing, especially of the traumatic type, and difficulty 
may be anticipated in obese patients and those with strong abdo 
as contrasted with the flabby abdomen of patients who have lost 
or in case of women who have borne many children. 

In case a laparotomy is the primary approach and reduction 
or seems unsafe on account of adhesions, the abdominal wall m: 
temporarily and a secondary thoracotomy may then be perfort 
case no difficulty with reposition of the viscera is anticipated the 
may be deferred to a later date. Similarly, in case a thoracot 
performed an immediate secondary laparotomy is indicated if ther 
difficulty with the reduction of the herniated viscera from abov 

There can be no doubt that a combined thoraco-laparotom) 
exposure to the hernia opening, reduction and repair but, as 
mortality has been much higher than where the other routes hav 

Special procedures, in cases with hernia openings that it has b 
sible to close directly, besides plastic operations on the chest wall 
above as preliminary operations, include the use of muscle an 
direct repair and obturating the opening with an abdominal viscus 
has described a method involving the use of a portion of the 
dorsi muscle; Truesdale has used a fascial flap and Sauerb: 
sutured the diaphragm to the chest wall at a higher level tha: 
normal attachment. 

In case of a thoracic stomach in which only the cardiac portio1 
viscus lay above the hiatus, it may be possible to transplant this 
the stomach to the level of the diaphragm more laterally, as was 
Hybbinette. The opening has been obturated by suturing 
adjoined portion of the stomach or spleen. In other cases an 
been made to prevent the stomach from herniating by suturing 
abdominal peritoneum and to the diaphragm. Recurrences usual! 
such methods. If the hernia opening is inaccessible by laparoton 
cotomy should be performed at the same time or later. 

A simple procedure following reduction and repair of the het 
may be life-saving is to reduce a surgical pneumothorax to a minimut 
may be accomplished by inflating the lung with the positive 
anesthesia apparatus before the pleural cavity is completely closed 
wards by aspirating the air. The latter can be performed best wit! 
mothorax apparatus by reversing the system, using the monometet 
in withdrawing enough air to produce a negative intra-pleural tensior 
lent to 4 to 10 cubic centimetres of water pressure. This procedur 
the mediastinum and so the other pleural cavity of the atmospheri: 
introduced by the pneumothorax. This, plus increased intra-abdomit 
sure due to the restoration of herniated viscera into the abdominal cavit 
reduce the vital capacity beyond the patient’s power to compensate, 
also hamper circulation greatly. Reinflation of the collapsed lung in itsel! 
increases respiratory capacity and lessens the hazard of a complicating 
operative empyema. 
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LATE RESULTS OF SURGICAL AND MEDICAL TREATMEN’ 
OF CHRONIC CHOLECYSTITIS 
By J. Tare Mason, M.D. 


OF SEATTLE, WASHINGTON 


We HAVE endeavored in this follow-up study to record th 
obtained from surgical treatment and from medical treatment 
suffering with cholecystitis. In this effort we have selected 
whose histories were written and on whom a diagnosis of gall 
ease was made from five to fifteen years ago. In order to draw s 
definite conclusions from this investigation, we have used a limit 
of patients, selected because they were suffering from well-defin 
cholecystitis without complications. Thus those patients with 
cystitis, empyema, jaundice, or carcinoma have not been i 
histories, which were written five or more years ago, have been r 
questionnaires have been sent to the patients, and a numbet 
interviews have been held, particularly with patients who hav 
relief. 

This group of patients have not been particularly benefited 
vance in the knowledge of gall-bladder disease which has been mad 
Few of these people had the aid of cholecystography, which, 
necessarily increasing our accuracy in diagnosis, is certainly a gr 
arriving at more definite conclusions. Because of our added know! 
the factors influencing the functions of the liver and biliary 
immediate hospital mortality of 6 per cent. noted in this group wou 
heen reduced, we find, had these patients been operated upon in recent 
to less than 3 per cent. We now know that a diseased gall-bladdet 
always accompanied by inflammatory changes in the liver and in th 
ducts. A damaged liver functions best with a high glycogen res 
ingested glucose gives a more satisfactory rise in blood-sugar that 
intravenously. (Ravdin.) We know that jaundiced patients | 
glycogen reserve and that when they are dehydrated the liver tak« 
restores the glycogen content to normal very slowly. Mann has gon 
since these observations were made, in proving that animals wit! 
livers are kept alive much longer on a carbohydrate than on a protet 
Because formerly these facts were not known, many of the patients 
group were deprived of the benefit of careful selection of the tim 
tion. When the liver is carrying a high glycogen reserve and whet 
been controlled to such an extent that the necessity for detoxtficatior 
tein by-products by the liver is at a minimum, the operative risk 1s least 


Again, any change of mechanism, whether due to hepatic cell 


d in 
chemical activity, which depletes the liver of its glycogen reserve increast 
operative risk. 
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ence of a hyperacidity to make a diagnosis of cholecystitis o1 
presenting a history of chronic indigestion. 
The tabulation of the condition of the gastric acids in this set 


the number of cases and their percentages, was as follows 


g8 cases in which there was no free acid........ 24.3 per cent. } 
26 cases in which the acids were low . sewsscess 38.3 per cent. | 
151 cases in which the acids were medium ..... 37.5 per cent 
27 cases in which the acids were high .. sa 6.7 per cent 


THE RESULTS OF SURGICAL AND MEDICAL TREATMENT’ 
IN 200 CASES OF CHRONIC GALL-BLADDER DISEAS! 
There have been 100 surgical patients and 100 medical patients 

It is hoped that by a comparison of the degree to which each se: 
patients has obtained relief after a period of at least five years, a mort 
comprehension of what each method has to offer in the way of tl 
results may be arrived at. \s stated before, these cases were so 
that they represent a consecutive series of patients suffering fron 
gall-bladder disease. In the surgical group of patients it was not 
select this series, but the manner of selection of a comparable medi 
presented more of a problem. First the records of all patients who 
ceived a diagnosis of chronic cholecystitis were carefully studied 
which did not have associated upper abdominal disease were classit 
four groups. In Group I| were placed the cases that anyone would 
to be proved diagnoses. Either the gall-bladder had been found at 


for other abdominal disease to be unmistakably pathologic, or, as was 


frequently the case, a perfect history of classical gall-bladder dis 


obtained. In Group Il were placed those cases in which cholecystit 

obviously present, but in which actual proof such as visibility of ston | 
history of painful jaundice was lacking. In Group III we have placed ty 

classes of cases: The one class consists of those patients in whom thers : 
present at times severe abdominal pain, which, however, was either 

described in sufficient detail or was atypical or else occurred acutel 


once, although it was presumably biliary colic. The second cl: 


ISS 
of those patients suffering from dyspepsia of a reflex type, but 

companied by colic or other objective evidence of biliary disease. | 

in Group IV were placed those cases in which the diagnosis 

cholecystitis was made upon a suggestive history without further obj 

evidence of gall-bladder disease, in which, however, disease of the stomac! 
and duodenum had been ruled out. Group IV manifestly contains th 

est number of errors in diagnosis, and consequently this group has 

omitted from the study. The remaining three groups were handled 


rately, but, as there seemed to be no significant variations in their therapeut 


the 


results, they are combined in the diagrams to be shown and in 
which will be given. 
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condition of digestion, the amount of gas, the presence or abse1 
and the actual condition in regard to food selection 

The medical series studied was interesting for the fact that 
could be divided into three groups. One-third of the patient 
continual pain, dyspepsia, gas, and belching and in some cases be 
development of an acute condition, were operated upon Lhe 
continued to have the symptoms, without relief from dietary 
medicine, and should have been operated upon. The remaining 
completely relieved of symptoms following medical treatment 
of one to six months. 


DIGESTION 
0 
Surgical Series 100 Cases Medical Series 100 Cases 








MARKED IMPROVEMENT 


MARKED IMPROVEMENT 


447 | 


2% eens — 


UNCHANGED 


217% | 4 33% 


PARTIAL si 
IMPROVEMENT | 
/ 





In the surgical series we find the following results Regard 
lief of the symptom of pain by cholecystectomy, 83 per cent. « 
that the operation had relieved 75 per cent. or more of their previou 
plaint, and 56.2 per cent. stated that they had been completely reliev: 
their old symptoms. Thirteen per cent. continued to have symptoms 
fore, and 4 per cent. had no relief. Of the four patients who answer 
they had received no benefit at all following their operation, the gall-b! 
in two cases was found markedly diseased, in one case the gall-bladdet 
white, and in the fourth case the patient was a marked neurastheni 
none of these cases were stones found at operation. 

Dyspepsia brings more patients with disease of the gall-bladde1 
physician than any other complaint. Consequently the degree of reli 
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J. TATE MASON 


they were worse In regard to food selection than they had beer 


to the removal of the gall-bladder. 





Colic, which is considered a common symptom of patients wit! 


of the biliary tract, occurred in 18 per cent. of the patients bef 


L¢ 


and medical treatment had been instituted. We find that [7 pet 


reported colic after surgical treatment, but that most of these patient 


re 


one or two attacks and these in the first year following their operatior 


years ago we were not draining the common and hepatic ducts nor i: 


ing for stones as often as we are today. This may be the reaso 


FOOD SELECTION 


Surgical Series 100 Cases = Medical Series 100 Cases 








| 


ABSENT | IMPROVED 


| =e 
417. Ps 


~ 
~ 


~ 







FOOD SELECTION 
ABSENT 


687 


PRESENT 


327. 


PRESENT 


287. 






ABSENT / 


38% [ "377 


ABSENT 






2. ‘IMPROVED 
ay ya AQT. 


35 7 





Fic. 4 


rather high percentage of patients having colic following their ope 
The exact cause of gall-bladder and duct colic not due to calculi has not 
been definitely established, as many of these gall-bladders and ducts 


not contain stones, only 45 per cent. of the total series being found 
tion to have stones. 


CONCLUSIONS 


; 


(1) One-third of the patients treated medically came to operation 


three to five years after diagnosis was made; one-third, because of 


tinuance of their symptoms, should have come to operation; and 
under medical management became symptom free 


(2) Patients who have allowed their gall-bladder symptoms to go o1 
a number of years until their gastric acids have become low or absent, 
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TUBERCULOSIS OF THE CESOPHAGUS 


REPORT OF A CASE WITHOUT ACTIVE TUBERCULOSIS ELSEWHI 
By Franz Torex, M.D. 
or New York, N. ¥ 
TUBERCULOsIS of the cesophagus occurs rather infrequently, 
more rarely recognized Most of the diagnoses were made at aut 


accidental findings in patients who died of tuberculosis. In the liter 


case is reported in which the lesion of the cesophagus was not ac 
by advanced pulmonary or intestinal tuberculosis. The following 
interest because the cesophageal lesion was the only active tubercul 


that could be found in the patient. 


H. N., a man, sixty-nine years old, stated that he had never beet 
three months ago, when swallowing became more difficult than usual. S 
before I saw him he began to regurgitate his food within fitteen minut 
tion. Soon after, all solid food came back immediately; even butter 
not go down, only milk and soup. He complained of nothing else, but 
twenty pounds in two months, most of it in the last two weeks. He was 
Avenue Hospital from August 14 to September 5, 1930. Rontgenograms 
August 18 by Doctor Cole showed obstruction at the lower end of the ces 


most of these pictures the end of the cesophagus looked like a_ blind 


smooth outline, as in cardiospasm. (Fig. 1.) Doubtless cardiospasm had be 


when those pictures were taken, but one of them (Fig. 2) showed the « 
the spasm let up revealing an irregularity of the outline for about one ar 
inches further down, not unlike the appearance in carcinoma. While at 
his lungs were examined, and a few moist rales at both bases posterior] 
otherwise the lungs were clear The probable diagnosis of cardiospasn 
The patient was discharged with the advice to have an cesophagoscopi 
This was made some time later by Doctor Oberrender, of the Lenox H 
who saw a tumor resembling a carcinoma of which he removed a specimet 
The patient was referred to me by Doctor R. Donald Beck, September: 
that time his malnutrition was extreme, and I advised him to reénter the | 
Hospital and to submit to a gastrostomy, no matter what the pathologi 
might reveal. He was readmitted October 3, and, in the meantime, tl 
Doctor Rohdenburg, director of the laboratories of the Lenox Hill Hospital 
the fact that the lesion was tuberculosis, the picture presenting a tubercl 
a group of giant cells surrounded by endothelial proliferation which in turn w 
with round cells. No evidence of malignancy was found 

On admission the patient was ¢ xtremely emaciated, had extensive hed 


sacrum and both hips, and appeared as though he was doomed to dik 


Therefore, regardless of what other treatment might subsequently be deci 


the indication for feeding him through a gastric fistula was evident 
On October 4, 1930, I performed a Witzel gastrostomy under infiltrati 


per cent. novocaine. Through a left rectus incision an exploration was 


frrct 
Hits 


finger introduced into the hiatus of the diaphragm felt an uneven thickeni: 


right side of the abdominal cesophagus and the lower end of the thoracic cesoy 


tending over a distance of about one and one-half inches The feel of 
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FRANZ TOREK 


how little the physical signs varied from the normal. The sputur 
no tubercle bacilli. After the operation the patient coughed some 
but the examination of several specimens of sputum were agai 
tubercle bacilli. A rontgenogram of his lungs (Fig. 3) shows 
at the right apex, on which the report was as follows: “Old fibt 


in the right apex. This has the appearance of a healed tuberculou 


Lungs otherwise clear.’ Further than this the expert opinion w 
commit itself, and it seems that this opinion should be accepted 
the patient was entirely unaware of ever having been sick 


Heretofore no case ol tube rculosis of the (t sophagus has beet 


positively no active tuberculosis in any other part of the body, muc!l 
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except in patients with advanced tuberculosis elsewhere. In this case tl 
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FRANZ TOREK 


alypin, stovaine, and orthotorm have also been employed. 


and cannabis indica have been used to counteract the accompanyi 


Bron 


l 


To the local remedies I would add the swallowing of barium paste 


he 


used in X-ray examinations, which has a soothing effect. 


ment through the cesophagoscope begins with preliminary mechani 


ing and is followed by one of various kinds of applications, such 
nitrate 5 per cent., lactic acid half strength up to full strength, or 
(juisez cured two cases with lactic acid. The use of radium might 


considered. 
ulcerations are not deep 
and in those where the analgesic treatment 


patient to take sufficient nourishment. 
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of 


the 


~ 


ulcers 


Gastrostomy is indicated in cases of 


( 


is 


Where a stricture exists, dilatation is permissible on 
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WILLIAM J. MAYO 


which is his life and try to develop new fields of interest in which 
truly interested, and so shorten a life which is no longer stimulat 
Before stopping my operative work I visited the clinics of th 
men, and I was convinced that the older man unconsciously loses 
of handicraft, something of ready response to operative emergenci 


this became plain to me | was happy to turn, in the interest of th 


that I love so well and of the patients who had been my first thought 


an active surgical career to that of surgical advisor, that I might 


younger surgeons such of value as | had, and to the patient the ben 


my experience. I have found great satisfaction in what is a chang: 
tion rather than a giving up of my work, in a usefulness which is as 
ful as unexpected and which will satisfy me to the end. 

As I see the younger men picking up the torch and carrying it 


ize that scientific truth which | formerly thought of as fixed, 


could be weighed and measured, is changeable. Add a fact, char 


outlook, and you have a new truth. ‘Truth is a constant variabk 
it, we find it, our viewpoint changes, and the truth changes to meet 
There are many recompenses in a seventieth birthday. I lool 


a half-opened door into the future, full of interest, intriguing bey 


power to describe, but with a full understanding that it is for each get 


to solve its own problems and that no man has the wisdom to guid 
the next generation. It is a comfortable feeling, to be interested 


to happen, but in bringing it about to be in no way responsible 
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